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any roentgen examination of the ali- 

mentary canal must furnish the head 
of the roentgen department with the re- 
quest, a statement signed by him that a 
digital examination of the rectum has 
been performed. This rule is suggested for 
use in all hospitals. 

The reason dictating the rule is that 
neglect of this essential prior examination 
has frequently resulted in failure to de- 
tect carcinoma in the rectum. A pertinent 
example follows: 

A relative of my own, a woman, com- 
plained to her doctor that she was passing 
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blood per rectum and had the continual 
sensation of a mass in the rectum. In the 
first instance she was given a month’s 
trial with hemorrhoidal suppositories. 
These had no beneficial effect, and the 
complaint continued. With this knowledge 
I carried out a most careful barium enema 
investigation, which gave completely neg- 
ative results. I therefore reported that 
the enema would not reveal a carcinoma 
which could readily be detected by a digi- 
tal examination and advised that this 
should be done forthwith. It was not done, 
but the patient was referred to a leading 
gynecologist, who on examination detected 
a small ulcer on the posterior wall of the 
vagina which the surgeon reported to me. 
I urged that this would not cause the symp- 
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toms, but I had to bow to the reply that it 
could ‘and that the surgeon proposed to re- 
sect the ulcer. The ulcer was resected and 
was reported by the pathologist to be a col- 
umnar-celled secondary carcinoma from 
the bowel. The gynecologist now decided 
that hysterectomy should be done. I again 
urged that this lesion could not produce 
the symptoms and, further, that I could 
see no justification for hysterectomy. To 
this the reply was given that if the lesion 
was not as she (the doctor) suspected (a 
carcinoma of the uterus leading to a drop- 
let infection of the vagina) the patient 
could be referred to a general surgeon. I 
insisted that a general surgeon should be 
present to continue the search if neces- 
sary. A laparotomy was performed, but 
it was reported that no sign of any pri- 
mary lesion could be detected in the gen- 
ital or the intestinal tract. In spite of this 
a hysterectomy was performed, and the 
uterus was observed to be normal. The 
two surgeons accordingly agreed (in spite 
of the histopathologic picture) that the 
lesion resected must have been the primary 
one and the hope was expressed that, as 
this had been entirely resected, no further 
spread would occur. Distressing throm- 
bosis of the legs developed in the patient, 
and after prolonged invalidism she com- 
plained to me that she was still bleeding 
from the rectum and still had the sensa- 
tion of a retained mass. 

Assuming that a digital examination 
had been made by the surgeons before they 
undertook surgical exploration, I decided 
to carry out a further barium examina- 
tion. This I did, with all care, fully aware 
of the persistence of signs and symptoms 
which, to me, definitely indicated a carci- 
noma of the rectum. Again this barium 
enema investigation failed to reveal any 
lesion, but in my report I insisted that a 
digital examination be done forthwith— 
the patient meanwhile having informed 
me that no such examination had been 
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made while she was conscious. The patient 
was now referred to a general surgeon 
with this request and he observed, near 
the anus, an inoperable fungating carci- 
noma. 

As such neglect of clinical examination 
can occur even in a modern teaching hos- 
pital, the need for enforcing the rule is 
apparent. 

General Considerations. — The purpose 
of the investigation, as of any other roent- 
gen examination, should be solely for the 
benefit of the patient, not the convenience 
or inquisitive interest of the doctor. The 
discipline of this doctrine should always 
be imposed on the clinician and radiolo- 
gist. Roentgen rays should never be used 
as a substitute for more arduous and ex- 
acting clinical studies. They can be used 
to the patient’s benefit only when they are 
regarded as merely an aid to clinical med- 
icine. A careful roentgen investigation by 
a competent and conscientious radiologist 
cannot make amends for a poor clinical 
examination. In the nature of things, in- 
adequate or careless clinical examinations 
are usually associated with equally unre- 
liable roentgen examinations. 

Preliminary Investigations—Being as- 
sured that the clinician has carefully ex- 
cluded a lesion of the rectum by digital 
examination (the radiologist must not rob 
the clinician of this essential discipline) 
and the bowel has been as efficiently 
cleared as possible by enemas, the radiolo- 
gist can commence his_ investigation. 
Since opaque material will be used and 
may obscure important evidence obtain- 
able by a prior plain roentgenogram, the 
latter should first be taken and examined. 
The chest and abdomen are commonly sub- 
jected to a preliminary fluoroscopic study, 
but this is not as good. Not forgetting the 
possibility of stones in the urinary, biliary 
and pancreatic systems, as well as disease 
of the spine and aorta, in surveying the 
preliminary film the most important evi- 
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Fig. 1—A, roentgenogram showing large bowel filled with barium enema. 


to barium enema by carcinoma of sigmoid flexure. 
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B, same patient after 
twenty minutes of attempting to evacuate barium, Note large residue. C, film showing obstruction 


D, barium enema after passage beyond carcino- 


matous obstruction in lower segment of descending portion of colon. Barium became desiccated, and 

death occurred a few days later, E, film showing complete sigmoidal obstruction by inflammatory 

changes associated with diverticulosis and diverticulitis. Barium enema could not be made to enter 

sigmoid portion of colon, nor could barium from a meal previously administered be made to pass into 
rectum. F, film showing carcinomatous, irregular cecum filled with barium enema. 


dence one will find is concerned with the 
contents of the intestine, including feces, 
gas, medicinal agents and foreign bodies. 

Feces: In some patients intestinal ob- 
struction does not permit adequate cleans- 
ing of the colon, and the roentgenogram 
may show large masses of feces with more 
or less gas. In cases of chronic obstruction 
the bowel may be shown distended with 
feces which are impregnated throughout 
with small bubbles, i.e., gas-fermenting 
feces (Fig. 1A). This is not usually a sign 
of pathologic obstruction but signifies fail- 
ure of function. In a patient who has been 


hospitalized for a long period it is a sign 
of neglect. Concomitant with the apparent 
lowering in the standard of nursing and 
medical supervision in modern times, more 
and more of such cases will be encoun- 
tered, for the leakage of liquefied feces, 
associated with the passage of fetid gas 
from the over-distended colon and rectum, 
I have known to be recorded by the assist- . 
ant nurses, to whom this duty is now too 
often relegated day after day, as normal 
bowel function. It would seem that with 
the introduction of mechanical cleansing 
of bedpans, the feces and urine of all pa- 
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tients are no longer put out for daily in- 
spection by the doctor. In the days when 
the clinician had no roentgen, biochemical, 
physiochemical, psychological, pathologic, 
bacteriologic and other departments to do 
his work, careful daily routine inspection 
and observation were made of the changes 
in the urine, feces and sputum as well as 
in the general condition of the patient. It 
was these essential examinations by the 
clinician which permitted our illustrious 
predecessors to identify maladies and de- 
scribe them so meticulously ; the clinicians 
of today, aided and abetted (or is it ham- 
pered and deceived?) by the multitudinous 
modern tests, performed not by themselves 
but by their specialist colleagues, have 
been unable to add any further evidence 
of real benefit to the patient. Infallible 
evidence has been supplied by the highest 
authority that, in a hospital with all the 
so-called modern specialist staff and para- 
phernalia, it is possible for clinical exam- 
ination of the patient and of the bowel 
movements to be so neglected that at 
death, caused probably by toxic absorp- 
tion, the otherwise normal bowel was so 
distended with decomposing feces that the 
abdomen presented the superficial appear- 
ance of a full-term pregnancy. Though 
grave toxemia due to retention of feces, 
resulting eventually in death, has been 
recognized by many clinicians for many 
centuries, it is unfortunately not uncom- 
mon for gross neglect of the bowels to be 
overlooked in hospitals in these days, when 
the more modern investigations and tech- 
nics are practiced for the common ail- 
ments—fractures, etc., and conditions 
associated with toxemia and degeneration. 
I have reason to suspect that the better 
results obtained with certain of these con- 
ditions in “nature establishments” are 


perhaps due to care of the bowels and the 

elimination of metabolic poisons. 
Arbuthnot Lane sought to overcome it 

by the formidable task of resecting the 
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whole of the large bowel. Apparently un- 
der the impression that a short circuit of 
the small intestine into the pelvic portion 
of the colon would lead to disuse atrophy 
of the bowel, this operation was per- 
formed. For such operations surgeons 
overlooked the phenomenon of reverse 
peristalsis, by which the contents of the 
distal portion of the bowel can be carried 
backward to the cecum and even the small 
intestine (Fig. 1, B and C). In some cases 
in which the enema is held up in the distal 
portion of the colon on attempts to evac- 
uate, the barium paste passes backward to 
the cecum (Fig. 1C). I have seen the ce- 
cum and colon markedly distended with 
decomposing feces and the patient show- 
ing signs of toxemia though he had a 
working short circuit between the small 


‘intestine and the pelvic portion of the 


colon, with the ileocecal valve ligated. One 
such person was so depressed that he com- 
mitted suicide. 

The plain roentgenogram may occasion- 
ally indicate the site of the obstruction, 
but usually it does not provide convincing 
proof of its nature, unless it be from a 
large gallstone or a foreign body. If bis- 
muth or barium has been previously ad- 
ministered (Fig. 1D) this may be seen to 
add to the opacity of the feces or to be 
lodged in the diverticuli. Foreign bodies 
may be of any nature. They may have been 
accidentally or purposely introduced or 
swallowed. In the mentally sick the va- 
riety and quantity of such objects may be 
beyond what is considered consistent with 
life (Fig. 1). Such experience enables 
one to quiet the fears of the anxious 
mother of the child who has swallowed a 
small button or coin, since these things 
are usually voided without difficulty. I 
have known the stomach of a child unsuc- 
cessfully explored surgically for a six- 
penny piece that had been voided from the 
rectum during the operative procedure. 

The possibility that the foreign body or | 
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bodies may have been left behind during 
a previous operation must be borne in 
mind, as must also be the fact that the 
patient may, by secretly swallowing metal 
tags similar to those which some surgeons 
affix to mops for roentgen identification, 
suggest that the surgeon has been neglect- 
ful. By keeping the patient under obser- 
vation and repeating the roentgen exami- 
nation at intervals it is possible to detect 
this fraud. I once provided adequate proof 
that a patient had repeatedly voided and 
swallowed such tags to establish the sur- 
geon’s guilt; no further threat developed 
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after the deceit had been exposed. 
Cleansing of the Bowel.—Since the com- 
monest cause of intestinal discomfort is 
constipation, with the purgatives used to 
combat it, cleansing of the bowel should 
be the primary treatment. With cleansing 
by simple enema the signs and symptoms 
disappear in a large proportion of cases, 
and all other investigations are avoided. 
This fact has been known for many cen- 
turies ; indeed, the enema is one of the old- 
est forms of treatment, one which the 
ancient Egyptians are said to have prac- 
ticed regularly. It fell into disuse because 


Fig. 2.—A, roentgenogram showing large accumulation of gas in region of hepatic flexure and dis- 
tention of remainder of large bowel, with fermenting feces. B, enema held up at hepatic flexure by 
feces and gas, which are also apparent in transverse portion of colon, C, roentgenogram of same 
patient after attempt to void enema. Note that barium had passed on to cecum. Obstruction was 
due merely to feces and gas. D, film showing barium held up in distended small intestine by obstruc- 
tion at ileocecal valve. EF, film showing mass of needles, pins, safety pins, drawing pins, paper fas- 
teners, nuts and bolts in stomach and intestines. Mass weighéd several pounds after surgical re- 
moval. Patient made complete physical recovery. F, film showing outline of intestinal mucosa im- 
mediately after enema was voided. 
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of the extravagances to which it was put 
in the ‘Middle Ages, and since has been 
viewed with skepticism or danger; some 
despise it. And though many good sur- 
geons today find it of great value in the 
postoperative period, many physicians 
have not learned its value, though it is 
highly appreciated by patients who attend 
the unorthodox “nature clinics.” As an 
additional feature of the daily toilet, it 
can be most valuable to patients with con- 
stipation, being far superior to laxatives 
and purgatives that may lead to the de- 
velopment of joint pains and so appear to 
facilitate toxic absorption from the bowel. 
It seems more reasonable to facilitate the 
elimination of metabolic toxic products 
from patients than to add equally toxic 
drugs to them. The phenomena of aging 
and degenerative vascular changes can be 
relieved and checked by daily application. 
It has been said that King Louis XIV re- 
ceived more than 2,000 enemas in his life- 
time; I myself have regularly included it 


Fig. 3.—Roentgenogram taken after barium ene- 
ma, showing rigid tubelike colon in a case of long- 
standing ulcerative colitis. 
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with my toilet for the past ten years, with 
beneficial results. 

In some cases the enema is almost com- 
pletely voided within a few minutes (Fig. 
1F) but those of us who have conducted 
many roentgen investigations with enemas 
know that often only a part of the contents 
of the colon is evacuated on the first trials, 
though the patient may express the opin- 
ion that all has been passed (Fig. 2, A and 
B), for, though some patients evacuate 
the bowel immediately, in others it may be 
half an hour before most of the barium 
has been evacuated, and some may retain 
barium for a week. The danger in admin- 
istering a cleansing enema lies in neglect 
of the patient’s warnings of pain. With 
any indication of pain the flow should be 
immediately stopped, for rupture of the 
bowel and peritonitis have been produced 
by those who have neglected to heed the 
patient’s warnings. Self-administration 
is far safer, since, when pain is experi- 
enced, further injection is suspended, 
perhaps until evacuation has been per- 
mitted. Attention to the latter, aided by 
a preliminary injection of 1 or 2 ounces of 
olive oil, often permits the passage of ob- 
structing feces and the ready flow of the 
second injection. The injected fluid may 
be plain water, saline solution or soapy 
water made in the lavatory basin. It should 
not be lower in temperature than the body, 
for cold fluid is unpleasant, its flow is in- 
hibited by the bowel, and it tends to delay 
evacuation: preferably the enema should 
be comfortably warm to the hand, and 
after administration it will usually be nec- 
essary to spend fifteen to thirty minutes 
for evacuation, since only the contents of 
the rectum are immediately voided; other 
contents are voided as the rectum period- 
ically fills by peristalsis. , 

The Barium Enema.—While some radi- 
ologists make a practice of administering 
the enema during fluoroscopic study, 
which permits them to watch its flow to 
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the cecum, there is something to be said 
for giving it in a good light so that the 
reactions of the patient can be watched, 
the injection checked and the fluoroscope 
applied in case the patient mentions any 
pain. If the enema is held up at any point 
a roentgenogram should be taken (Fig. 
2C). Forcing the enema beyond the ob- 
struction by increasing the pressure may 
permit the barium to pass beyond a carci- 
nomatous obstruction, and subsequent 
evacuation of the desiccated barium may 
be difficult. I have known such a proce- 
dure lead to the death of a patient within 
a week (Fig. D). The colon having been 
filled, the patient can be rotated during 
the screening so that the details of all the 
flexures are visualized and roentgenograms 
of any abnormal feature can be taken for 
the record. 

The roentgen examination completed, 
the patient is taken to the toilet for evac- 
uation and instructed not to be in any 
hurry. After evacuation, further radio- 
graphic study of the colon will reveal the 
extent of the evacuation and the presence 
of any irregularity in retention. Olive oil 
enemas should be administered to assist 
evacuation of any -barium residue. To 
illustrate examples of the many lesions 
that have been so demonstrated would 
need the many pages of an atlas, and these 
cannot be given to this article. Plates EZ, 
F and G (Fig. 2) illustrate a few typical 
lesions. Even if such a volume could be 
included, it could not present examples 
identical to those with which the student 
will be confronted. It has been my expe- 
rience that, no matter how carefully a le- 
sion is described, the inexperienced may 
identify it with something entirely differ- 
ent. The interpretation will separate the 
extrinsic (pressure deformities and ob- 
struction due to abscess, cyst, aneurysm, 
benign or malignant lesions) from the in- 
trinsic. The latter will include foreign 
bodies, worms, etc., malformation in de- 
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velopment associated with obstruction, 
volvulus, hernia and intussusception, ir- 
regularities due to pyogenic, tuberculous 
or actinomycotic ulceration and simple or 
malignant growths associated with ob- 
struction, intussusception, perforation and 
pneumoperitoneum. These often have 
characteristic radiographic features that 
permit accurate diagnosis only by the ex- 
perienced observer, but the interpretation 
is always facilitated by a prior careful 
clinical history and examination for this 
alone may enable the clinician to clarify 
a complicated picture. 


SUMMARY 


The author stresses modern neglect of 
the enema, one of the oldest known forms 
of treatment and also one of the most use- 
ful, stating that the multitudinous modern 
specialized diagnostic tests tend to deprive 
the physician and surgeon of the diagnos- 
tic acumen often displayed by those of for- 
mer years, who did not have this variety 
of tests available and therefore were com- 
pelled to develop their judgment to the 
utmost. 

Both the ordinary cleansing enema and 
the enema given with an opaque medium, 
such as barium, in roentgenographic diag- 
nosis are discussed. In the author’s opin- 
ion, neglect of the former has led to care- 
lessness and negligence in examining the 
patient’s feces. With regard to the latter, 
he points out that all roentgen procedures 
are incapable of benefiting the patient un- 
less used for what they actually are, aids 
to diagnosis and treatment and not treat- 
ment itself. 


ZUSAMMENFASSUNG 


Der Verfasser weist darauf hin, dass in 
neuerer Zeit die Anwendung des Darmein- 
laufs, eines der altesten und gleichzeitig 
niitzlichsten Behandlungsmittels, vernach- 
lassigt wird und macht die Feststellung, 
dass die Fiille moderner spezialistischer 
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Untersuchungsmethoden die Gefahr mit 
sich bringt, den Arzt und Chirurgen des 
diagnostischen Scharfsinns zu berauben, 
durch den sich die Arzte friiherer Zeiten 
oft auszeichneten, da sie in Ermangelung 
so vielfaltiger Untersuchungsmethoden 
auf die ausserte Entwicklung ihres Spiir- 
sinns und ihrer Urteilskraft angewiesen 
waren. 

Er erértert die Anwendung des gewohn- 
lichen Reinigungseinlaufs sowohl als die 
des in der Réntgendiagnostik beniitzten 
Bariumeinlaufs. 

Er glaubt, dass die Vernachlassigung 
des Ejinlaufs zur Unterschatzung und 
Unterlassung der Stuhluntersuchung des 
Kranken gefiihrt hat. Er betont, dass der 
Bariumeinlauf wie alle Réntgenunter- 
suchungen den Patienten nur niitzen kann, 
wenn er als ein Hilfsmittel in der Diagno- 
stik und Therapie und nicht als eine Be- 
handlungsform als solche angesehen wird. 


RIASSUNTO 


L’autore si rammarica del disuso in cui 
é caduto il clistere, che é uno dei pit anti- 
chi e dei pid utili metodi di cura, e prevede 
che la ricchezza e la varieta dei moderni 
mezzi diagnostici finiranno per privare i 
medici e i chirurghi di quel senso clinico 
che caratterizzava i medici di un tempo, 
costretti a sviluppare al massimo il loro 
acume onde sopperire alla mancanza di 
strumenti di indagine. 

Il clistere di pulizia e il clisma opaco 
vengono, quindi, illustrati in tutti i loro 
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As perplexity of soul will be your lot and portion, accept the situation with a 


The important thing is to make the lesson of each case tell on your education. 
The value of experience is not in seeing much, but in seeing wisely. 
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aspetti. Secondo l’autore il trascurare 
queste indagini é segno di trascuratezza. 
Ogni indagine radiologica non pud essere 
di alcuna utilita se usata al di fuori degli 
scopi a cui é destinata, e cioé come aiuto 
alla diagnosi e alla cura. 


RESUME 


Le lavement est une des méthodes de 
traitement les plus anciennes et a la fois 
les plus utiles. L’auteur déplore |’oubli 
dans lequel est tombé cette thérapeutique. 
Il estime que les innombrables tests 
actuels en vue d’établir un diagnostic 
tendent a priver le médecin et le chirurgien 
d’aujourd’hui de la perspicacité dont fai- 
saient souvent preuve ceux qui ne dispo- 
saient pas, autrefois, de cette variété 
d’examens et qui étaient, de ce fait, obligés 
de développer a4 |’extréme leur sens cri- 
tique. Le simple lavement d’évacuation, de 
méme que le lavement au moyen d’une 
substance opaque (baryum) en vue d’un 
diagnostic radiologique sont discutés. 
L’auteur pense que le fait de ne plus 
utiliser le premier a conduit a l’insouciance 
et a la négligence pour ce qui est de 
l’examen des selles. Quant au deuxiéme, 
l’auteur est d’avis que tous les procédés 
radiologiques sont sans profit pour le 
malade s’ils ne sont pas utilisés conformé- 
ment a leur valeur actuelle, c’est-a-dire en 
tant qu’auxiliaires du diagnostic et du 
traitement, et non en tant que traitement 
proprement dit. 


—Osler 


conscious identification with constitu- 

tional pathologic changes. There are 
body factors that influence disease. Fluid 
balance in the physical structure of the 
patient is a variable clinical picture that 
may be upset by other conditions under- 
lying it. 

An approach to this observation was 
made by examining every ambulatory pa- 
tient for pitting edema of the inner tibial 
surfaces of the shins and evaluating his 
body build as to height and weight in pro- 
portion to age. An interrogation of much 
importance in taking each history was 
whether the patient had gained excessive 
weight since the age of 21 or had been 
overweight for years. A physical evalua- 
tion of the anthropometric measurements 
was made by placing emphasis on struc- 
ture as the basis of information. 


Overweight persons who have gained 


F conscious i practice develops an un- 


weight recently assume bizarre body. 


shapes—the “barrel body” type; the type 
with deposition of fat along the hips, 
coalescing the buttocks and the lumbar 
areas; the type with thin legs, thin arms 
and a rounded chest and abdomen, and the 
tall type with thin legs and a round abdo- 
men. 

Edema of the tibial surfaces of the leg 
and ankle may be one of the first observ- 
able signs of failing health in any of these 
patients. This sign need not be ascribable 
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Balance Among Puerto Ricans 


specifically to cardiac or nephrotic disease, 
as my abstracting tendency led me at first 
to assume. 

An examination of the eyegrounds of 
young patients has additional importance, 
arousing suspicion of the retinal changes 
depicted in classic retinoscopic pictures as 
characteristic of nephrosis or renal in- 
flammation. 

Besides, the conduct of a physical exam- 
ination by the accepted traditional method, 
rejection of the much claimed importance 
of laboratory data and visualization of the 
physical structure of the patient are of far 
greater aid to the abstracting capacity of 
the physician in this particular problem 
than is dependence on modern but artifi- 
cial devices. 

Since the majority of my patients are 
emotional, with low cortical levels, their 
histories are consistently inaccurate. Yet 
there is much hidden history among them 
of acute attacks of pyelonephritis associ- 
ated with tonsillitis, or acute pharayngeal 
infections during childhood or preadoles- 
cence. These conditions have failed to heal 
properly and recur, with insignificant re- 
activation, from time to time. 

If one pictures the colloidal behavior of 
such a pathologic condition as glomerulo- 
nephritis or acute chronic renal impair- 
ment, one can reason that much of what 
goes on is a process of delayed healing 
after the infection has subsided. A process 
of scarring, cloudy swelling and tubular 
degeneration recurs in proportion to the 
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degree of repeated trauma inflicted upon 
the body structure. There is no specula- 
tion in the fact that many chronic illnesses 
follow a parabolic circularity of re- 
mission. This does not hold true exclu- 
sively of mental diseases, but of heart 
conditions, postmenopausal conditions and 
other chronic illnesses in which an organ 
of the body displays the outstanding clin- 
ical manifestations. An interesting exam- 
ple can be found in the many acute forms 
of diabetes observed in persons past the 
age of 50, or, shall I say, clinically emo- 
tional glycosuria of the aged, which I en- 
counter often as a mild condition prevent- 
able by diet restrictions and psychologic 
advice. 

Pathologic studies of ambulatory dia- 
betic patients have recently been made. 
Biopsy puncture with the Fransen needle 
has revealed various levels of nephroscle- 
rosis in a nodular exudative form. Ander- 
son of Durham, England, and Taft Finilh 
and Joske of Melbourne have described 
the colloidal behavior of a pathologic proc- 
ess that goes on without apparent external 
clinical manifestations. 

The laboratory idea of expecting a 
urinalysis or a chemical test of the blood 
to settle all fundamental questions about 
renal damage is inadmissible at all times, 
except in cases of acute disease. The ma- 
jority of chronic diseases have a circular 
pattern of behavior, and, as has been said 
before, many personal habits of the pa- 
tient encourage acute exacerbations, the 
early symptoms’ of which are present and 
unconsciously tolerated before the patient 
ever comes to see his doctor. The new 
term “colloidal behavior” could be synony- 
mous with the physical principles involved 
in disturbances of acid-base balance and 
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mechanism expresses the concentration of 
fixed cation covered by bicarbonate anion 
in the kidney. 

The hydrostatic pressure in the capil- 
laries caused by the passage of fluids from 
the interstitial spaces in the circulation is 
an osmotic process that bears out mathe- 
matical reasoning, for the loss of sodium 
or the gain of potassium is a pertinent 
fact, dependent on cellular dehydration. 

During World War II a vigorous inter- 
est in the study of electrolytes and dehy- 
dration of the body in servicemen under 
war conditions stimulated investigation in 
Germany, with the discovery of plasma 
expanders and numerous clinical problems 
which can be explained by physiochemical 
principles only, when mathematical pre- 
cision appears exacting. 

In no other sphere of physiologic inves- 
tigation could one be so dependent on 
osmosis as the measure for hydrostatic 
pressures of body fluids and circulation 
fluids. The clinical results of many of 
these experimental confirmations have 
far-reaching value in the analysis of clin- 
ical syndromes coincidental with constitu- 
tional body patterns. Recently a new angle 
on the aldosterone output has appeared to 
throw some light on the mechanism of so- 
dium conservation. 

Elevated hydrostatic pressure, increased 
capillary permeability and decreased 
plasma colloid pressure, associated with 
low tissue pressure, are physical factors 
associated with most pathologic edematous 
conditions. It seems there is another un- 
derlying factor, an incipient stage that 
provides for an abnormal salt-retaining 
activity of the body. 


The isolation of aldosterone seems to in- 
dicate differences between normal and 
pathologic state and the major factor in 
the normal mechanism of sodium conser- 
vation. 

There are many symptoms of heavy body 
strain through hard work, pleasurable in- 
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dulgence in exercise and excessive salt 
intake that increase the fluid content of 
the body. The water intoxication that fol- 
lows the drinking of alcoholic beverages, 
as well as premenopausal symptoms asso- 
ciated with an increase in body fluids, may 
be due to hypothyroid dysfunction. These 
are conditions invariably associated with 
dependent edema of both legs or even with 
moderate swelling of the ankles. There 
are other characteristic types: myxedema 
in patients in the late thirties; beriberi; 
forms of undernutrition; cortisone toxi- 
city; childhood pyelonephritis; water in- 
toxication in the patient with petit mal, 
and hypertension in obese patients in 
whom the predominant features of de- 
pendent edema may have a renal or a car- 
diac origin. 

Again, in terms of colloidal behavior, it 
is assumed that most infections of the kid- 
ney, whether in the young or in the ma- 
ture, have a residual glomerular sensitive- 
ness to pathologic behavior. A degree of 
allergy of the upper part of the respira- 
tory tract in some cases can be traced to a 
Fanconi syndrome and its clinical var- 
iants, or vice versa. A constitutional 
tendency to water-logging may go unno- 
ticed for years, even by the clinician. Mul- 
tiparity in a woman of short stature with 
a small pelvis and a history of difficult 
deliveries is a potential cause of the renal 
syndromes. 

Overweight persons in Puerto Rico, who 
struggle with constant devitaminization 
through theix, overstrained sweating mech- 
anism, apparently are subject to water 
intoxication through much sodium deple- 
tion as well. Among the slender, asthenic 
body types, a physiologic adjustment to 
dehydration seems to occur, whith also 
apparently behaves in a reverse manner. 

For several years I have been interested 
in the mental lassitude of rural Puerto 
Ricans, who are erroneously called lazy in 
their habits of living. Rural lassitude is a 
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clinical symptom of dehydration, a chronic 
form of stress muscular syndrome asso- 
ciated with the depletion of vitamins and 
minerals in the body. They are thin, frail, 
slender and undernourished, and their 
slow reactions apparently impair their 
efficiency. Most laborers in sugar cane 
and plowers with oxen have slow reac- 
tions, a sort of mental dullness with regard 
to immediate action. The eyes are sunken; 
the sense of taste is blunted. Constant re- 
plenishing of the body with water depletes 
the sodium content of the body, and the 
output of urine is lessened. Muscle fatigue 
is evident, and chronic exhaustion induces 
anorexia. Yet these people carry out their 
work without being too conscious of their 
limitations. The yield of labor per hour, 
of course, is not measurable with that of 
other types, whose output of work is 
greater in a shorter working day. 

The worker who has a low threshold of 
body resistance is usually inclined to seek 
invigoration by alcohol, only to increase 
the derangement of cerebral cellular me- 
tabolism. Among the prevalent social 
peculiarities are delusions, an irrational 
attitude toward law and order, and obses- 
sions, which are the sequelae of neurasthe- 
nia and physical strain. Several years ago 
the problem of neurasthenia in the tropics 
was discussed in a well-written article in 
a Manson’s textbook of tropical diseases. 
The discussion was directed toward the 
clinical features of disease among white 
persons as they adapt themselves to the 
tropics for long periods, 

The author of a report of the McCance 
syndrome, described more recently in 
England, studied the colonial native trop- 
ical reactions as well. The sodium deple- 
tion syndrome should find wider funda- 
mental acceptance among Puerto Rican 
doctors, who face this problem daily 
among the rural population, than it has 
done in the past. It is a physiologic pat- 
tern of tropical adjustment assumed by 
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the impoverished laboring class. Others, 
even physicians, are unaware of this, be- 
cause the trend in medical training is far 
away from constitutional pathologic 
change. The patient has a fixed habit of 
devitalizing his body with coffee and cig- 
arettes until his chronic anorexia deters 
him from eating nourishing food or drink- 
ing enough water. His skin shrivels and 
hardens, and he presents a prematurely 
aged appearance. Papillary lesions of the 
tongue, deficient salivation and flatulence 
are common, together with much disin- 
clination to brisk activity. 

A study of 125 patients has been made 
under special clinical management, with 
treatment by forced physiologic hydration. 
This hydration is parenterally adminis- 
tered by intravenous hypervitamin injec- 
tions with insulin. The dose of insulin 
varies from 10 to 20 units and is blended 
with heavy doses of Vitamins B and C; 
thus, glycogenolysis is produced in half an 
hour. 

The patient is stimulated in such a way 
as to induce gastric dilation, and he re- 
gains an immediate urge to overeat. The 
sweating mechanism is intensified, and 
the body is thrown into light insulin shock. 
Hunger or food intake is so strong that 
the reaction to overfilling of the stomach 
produces a restful sleep afterward. 


Given at weekly intervals, this treat- 
ment has aided greatly in lessening the 
indolence of the patients, since the body 
is stimulated by prolonged persistent hy- 
dration. 

Nicotine gastritis is commonly asso- 
ciated with undernourishment. With the 
anorexia due to indulgence in coffee and 
cigarettes, the patient presents a roentgen 
picture wel]l described as hypertrophic 
gastritis associated with the “fingerprint” 
defect of the small intestine. An ulcer 
syndrome is ‘thé apparent complaint. 

The “fingerprint” pattern, described by 
roentgenologists as occurring in persons 


JULY, 1956 


who are inveterate smokers and who eat 
but lightly, is apt to exist also in a person 
of asthenic physique with a nervous per- 
sonality, hypotension and bradycardia. 

In the Puerto Rican laborer the charac- 
teristic lassitude develops during adoles- 
cence and is regarded by psychologists as 
normal. A theory is put forward that 
gonadal development depresses the func- 
tion of the adolescent thyroid, making all 
boys and girls susceptible to day-dream- 
ing, exhaustion and paradoxical extremes 
of behavior with regard to pleasurable 
habits. 

One realizes that in a healthy adolescent 
the body metabolism is normal and the 
fluid balance is well established, and, 
though the intake of food and sweets sur- 
passes the consumption of the body energy, 
with no defined endocrine balance, the skin 
is smooth and youthful, with the proper 
secretion of moisture. As age increases 
gonadal development is depressed, and the 
thyroid function tends to overpower the 
gonadal energy, clinically speaking. Yet 
in most of these cases mild myxedematous 
changes are observable in the general body 
structure of many of my routine patients. 
Sometimes a young woman or a healthy 
elderly man is suddenly bereft of fresh- 
ness and vigor and precipitated into a state 
of malnutritional deterioration. With 
young women, early marriage predisposes 
toward deterioration of growth if preg- 
nancy offsets this metabolic mechanism. 
Some patients have intractable anemia 
that fails to respond to hematopoietics, 
whether these are given orally or by paren- 
teral injection. Others remain thin, with 
shriveled skin and a pasty pallor, and 
carry on normal lives. Others shift from 
the thinness of adolescence into obesity, 
with myxedematous hypotension and loss 
of physical energy, For the last-mentioned 
type, the increase in fluid volume is a 
bothersome detractor from the satisfac- 
tory performance of daily activities. 
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Since the successful approach to ther- 
apy consists in a practical visualization of 
the patient’s constitutional structure, hab- 
its and relations with his environment, a 
physiologic evaluation is made of fluid im- 
balance as a clinical symptom per se. 

It is suggested that sometimes the classi- 
fication of diseases by the standard, ac- 
cepted educational method may become 
confusing, and that a clearer evaluation 
of syndromes could be made by returning 
to a physiologic rationale. This will clear 
up many doubtful problems encountered in 
everyday practice that do not agree with 
traditional concepts of appraisal and 
diagnosis. 

The term “colloidal behavior” expresses 
a wide concept of what is going on contin- 
uously in the body from the skin inward 
and throughout the metabolic process. It 
leads the investigator to a mathematical- 
pathologic concept, which reveals that 
scientists should appraise all malfunction 
not as a classified entity but as an individ- 
ual derangement resulting from the con- 
stitutional development of the patient or 
the experimental animal. 

This form of biologic relativity, formu- 
lated by Einstein before his death, pro- 
vides an approach to mathematically pre- 
cise study of pathologic processes in the 
body. 


ZUSAMMENFASSUNG 


Da der Weg zu erfolgreicher Behandlung 
von einer praktischen Erfassung der Kon- 
stitution, der Lebensgewohnheiten und der 
Beziehungen des Kranken zur Umwelt 
seinen Ausgang nimmt, unternimmt der 
Verfasser eine physiologische Auswertung 
der Fiiissigkeitsbilanz als klinisches 
Symptom per se. 

Er deutet an, dass die Klassifizierung 
von Krankheiten nach den von unseren 
Medizinschulen angenommenen Standard- 
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methoden manchmal verwirrend sein 
kann, und dass durch Riickkehr zur Physi- 
ologie sich eine mehr philosophische Aus- 
wertung von Symptomenkomplexen er- 
reichen liesse. Auf diese Weise lassen sich 
viele in der taglichen Praxis auftretende 
zweifelhafte Probleme aufklaren, die mit 
den iiberkommenen Vorstellungen der 
Diagnostik nicht lésbar sind. 

Der Ausdruck “kolloidales Verhalten” 
gibt eine umfassende Vorstellung von dem 
wieder, was sich fortgesetzt im Korper 
von der Haut bis ins Innere und durch alle 
Stoffwechselvorgiinge hindurch abspielt. 
Wir gelangen so zu einer mathematischen 
Auffassung der Pathologie, die zeigt, dass 
der Wissenschaftler nicht alle Funktions- 
stérungen als klassifizierte Tatsachen son- 
dern eher als individuelle Abweichungen 
ansehen sollte, die sich aus der konstitu- 
tionellen Entwicklung des Tieres oder des 
Kranken ergeben. 

Diese Form der biologischen Relativitat, 
die Einstein vor seinem Tode formuliert 
hat, bietet den Zugangsweg zu physika- 
lischem, mathematisch genauem Studium 
pathologischer Vorgiange im Korper. 


RIASSUNTO 


Poiché ogni indirizzo terapeutico richi- 
ede un esame costituzionale del malato, 
delle sue abitudini, dei suoi rapporti con 
l’ambiente, é opportuno valutare fisiologi- 
camente il suo bilancio liquido come segno 
clinico a sé stante. _ 

E’ possibile che a volte la classificazione 
nosografica, fatta con i consueti schemi 
didattici, non sia sufficientemente chiara, 
e pertanto pud rendersi necessaria una 
valutazione fisiologica della sindrome. 
Questa potra chiarire molti dei problemi 
pratici che non quadrano con i concetti 
tradizionali. 

Il termine di “comportamento colloidale” 
esprime un vasto concetto relativo a 
quanto accade continuamente nell’organ- 
ismo fra la cute e gli organi e attraverso 
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i processi metabolici. Esso conduce a una 
concezione matematica della patologia 
secondo la quale le disfunzioni non devono 
essere valutate come fatti classificati ma 
come deviazioni individuali basate sullo 
sviluppo costituzionale. 

Questa forma di relativismo biologico, 
formulata da Einstein prima della sua 
morte, fornisce una base per uno studio 
fisico, matematicamente preciso, dei pro- 
cessi morbosi. 


RESUME 


Le succés de toute thérapeutique étant 
subordonné & une connaissance approfon- 
die de |’état constitutionnel du malade, de 
ses habitudes et de son milieu, ]’auteur 
présente une étude de Jl’équilibre des 
liquides en tant que symptoéme propre- 
ment dit. 

L’auteur estime qu’une classification des 
maladies d’aprés un systéme standard 
établi peut donner lieu 4 des confusions, 
et qu’il serait bon de procéder a une évalu- 
ation philosophique des syndromes en re- 
tournant a la physiologie. Cette méthode 
est susceptible d’éclairer plus d’un prob- 
léme épineux dans la pratique quotidienne 
sortant du cadre des conceptions classiques 
du diagnostic. 

Le terme de “comportement colloidal” 
est une idée générale vaste de ce qui se 
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passe continuellement dans |]’organisme, de 
la peau jusqu’aux organes internes, en 
passant par les divers métabolismes. Elle 
conduit 4 un concept mathématique de la 
pathologie et montre que l’homme de 
science ne devrait pas apprécier toute dys- 
fonction selon une classification établie, 
mais qu’il devrait au contraire fonder son 
jugement sur le développement constitu- 
tionnel individuel du patient ou de l’animal. 

Cette forme de relativité biologique, 
formulée par Einstein, nous conduit 4 une 
étude physique, d’une précision mathé- 
matique, des processus pathologique de 
lorganisme. 
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The battle against polypharmacy, or the use of a large number of drugs (of the 
action of which we know little, yet we put them into bodies of the action of which 
we know less), has not been fought to a finish. 


Do not rashly use every new product of which the peripatetic siren sings. Con- 
sider what surprising reactions may occur in the laboratory from the careless mix- 
ing of unknown substances. Be as considerate of your patient and yourself as you 


are of the test tube. 


—Osler 


ostomy has been the major objection 
to operations associated with total 
colectomy and proctectomy. As time 
passes, the technic of management of the 
ileostomy and its stoma has progressed to 
such a point that it no longer constitutes 
a major problem for either the patient or 
the surgeon. The advent of the different 
ileostomy appliances and the improve- 
ment in surgical technic in construction of 
the ileostomy stoma have almost com- 
pletely eliminated these problems. There 
still remains an obstacle, however: hesi- 
tancy on the part of the patient to adjust 
himself to a permanent ileostomy and its 
care. Almost universally, ileostomized 
patients are happy and completely satis- 
fied once this mental adjustment has taken 
place; they know themselves to be im- 
proved in general physical condition, and 
the fear of disease that requires this type 
of surgical treatment must be eliminated. 
Nevertheless, I am convinced that future 
patients of this kind would welcome a pro- 
cedure by which the anus, with its sphinc- 
ter mechanism, could be preserved. 

Various operations have been under- 
taken for this purpose; e.g., temporary 
ileostomy followed later by reestablish- 
ment of intestinal continuity, partial re- 
section of the bowel and “pull-through” of 
the ileum, with ileoanal anastomosis. Thus 
far, however, these operations have proved 
unsuccessful in a large percentage of 
cases. 

The first reported case of anastomosis 
of the ileum to the anus was presented by 


F et years the establishment of an ile- 
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Ileostomy: Refinements in Technic 
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Nissen! in 1933. In this case a double- 
barreled loop of ileum was anastomosed to 
the anus through a sacral approach. Ra- 
vitch,2, Wagensteen,* Best,‘ Devine® and 
Casanova-Diaz® cited a total of 34 cases 
in which they claimed satisfactory results 
in 20 instances and unsatisfactory results 
in the other 14. From their experiences, 
it seems that the patients who fared best 
were those with an ileostomy or an ileo- 
sigmoidostomy that had been established 
for some time prior to the ileoanal anasto- 
mosis. The number of bowel movements 
and the irritation to the anal and perianal 
regions by the ileal contents were minimal. 
This, of course, is understandable, since 
the ileum has been conditioned to take 
over the water-absorbing action of the 
proximal portion of the colon. Babcock’ 
performed the operation in 3 cases, in 2 
of which it was necessary to change to an 
abdominal ileostomy and in the third of 
which the patient died. Payne and Hay® 
both reported one case in which replace- 
ment to the abdomen was necessitated. 
Casanova-Diaz™ in 1 case made a longi- 
tudinal incision in the antimesenteric bor- 
der and several circular incisions in the 
distalmost portion of the ileum, in such a 
fashion as to transect the muscle fibers. 
This was done in an attempt to slow down 
the motility of the bowel. He obtained 
gratifying results, but unfortunately an 
abscess developed between the ileum and 
the rectal stump. 

A list of the main problems associated 
with this type of procedure includes fre- 
quency of bowel movements, excoriation 
of anal and perianal skin, anal fistulas and 
abscesses, electrolyte and fluid imbalance, 
abdominal pain and cramps. It seems log- 
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ical to assume that if the number of bowel 
movements is diminished to a reasonable 
minimum the major portion of these prob- 
lems will be solved. 
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mobilized in such a fashion as to allow 
enough bowel to reach the anus. A pouch 
about 6 inches (15 cm.) long is then con- 
structed by a side-to-side anastomosis. I 


have used a single row of sutures through 
and through for the inner row and Connell 
stitches for the outer row. Linen is used 
as the suture material. The abdomen is 
then closed and the animal placed in the 
lithotomy position. The mobilized bowel is 
exteriorized by traction with Babcock in- 
testinal forceps; the colon is transected 
close to the anus, and the ileum is sutured 
to the rectal stump with two rows of 
stitches—an interrupted row from serosa 
to serosa and a continuous row to include 
all the layers. This is after the manner of 
the Weir-Swenson technic. In man, since 
the ileum is easier to mobilize, all of the 
rectal mucosa could be excised, a “rectal 
shelf” and an intact sphincter mechanism 
being left. 

In this series I operated on 7 dogs. My 
greatest difficulty was in mobilization of 
the ileum; this is limited by the vascular 


This article deals with a proposed pull- 
through (ileum through anus) with pres- 
ervation of an intact sphincter mechanism 
and a side-to-side ileoileostomy, the pur- 
pose of which is to establish a pouch that 
would serve as a reservoir for ileal con- 
tents. This pouch would obviate the almost 
constant need to evacuate the bowel. The 
pouch is constructed by a technic similar 
to that used in the so-called pantaloon pro- 
cedure for total gastrectomy. It is my 
opinion that, if an adequate pouch can be 
obtained and the sphincter mechanism pre- 
served intact, it would be possible for the 
patient to retain the ileal contents to such 
an extent that no more than three or four 
bowel movements daily would be involved. 

The operation was performed experi- 
mentally on dogs, with the following tech- 
nic: The colon is mobilized completely. 
The distal portion of the ileum is partially 


Results of Experimental Operations— 


Comment and Results 


Date 
1 1/8/55 


Too much bleeding at operation. Dog died on 14th postoperative day. 
Autopsy: complete absence of healing 


Died of hypopotassemia on 13th postoperative day. Stools turned from 
liquid to mushy by 5th day. Swelling of scrotum totally disappeared be- 
fore death. Autopsy: complete healing, good-sized pouch 


rag peritonitis from leakage at ileoanal anastomosis on 3d postopera- 
ive day 


2 1/17/55 


3 2/7/55 


Same course as Dog 3 


Survived. Preoperative weight, 30 pounds; weight 112 weeks after opera- 
tion, 28 pounds; weight on April 27, 30 pounds; on May 11, 31 pounds. 
Stools liquid to mushy 5 days after operation. At time of writing, 3-4 
stools daily, mushy. Roentgenogram taken April 18 showed good-sized 
pouch; on April 19, barium totally expelled. Regular diet since 1st post- 
operative day 


Survived. Preoperative weight, 29 pounds; weight 114 weeks after opera- 

tion, 27/2 pounds; on April 11, 29 pounds. Edema of perianal region, 

rie complete recovery by 12th day. At time of writing 4-5 mushy stools 
aily 


Died of peritonitis on April 12, owing to leakage at ileoanal anastomosis. 
Good-sized pouch, triple lumen 


3/8/55 
3/28/55 


6 4/12/55 


7 5/9/55 


16 


VOL. XXVI, NO. 1 


arcades, which are composed of very short 
vessels. As will be seen in the table of re- 
sults, most of the deaths occurred from 
leakage at the ileoanal anastomosis. Dog 
2 died of chemical imbalance on the thir- 
teenth postoperative day. In this instance 
the pouch was oriented cephalad and had 
attained a large size as compared to the 
ileum. In Dog 7 a three-loop pouch had 
been constructed. This animal died on the 
third postoperative day from leakage at 
the ileoanal anastomosis. Dog 1 died of 
anemia because of loss of blood at opera- 
tion. Dogs 3 and 4 died of leakage at the 
ileoanal anastomosis. Dog 5, a bitch, is 
still alive at the time of writing, almost 
six months after the operation. Her con- 
dition is highly satisfactory—in fact, she 
has had a litter of puppies. At the time of 
the first report, this dog was passing three 
or four mushy stools daily. The only reac- 
tion to the operation, except for the loose- 
ness of the stools, was edema of the 
perianal region, which subsided by the 
thirteenth postoperative day. The dog’s 
weight, from 30 pounds (13.6 Kg.) at the 
time of operation, dropped to 28 pounds 
(12.7 Kg.) one and one-half weeks after 
the operation, and forty-four days after 
the operation she had gained 1 pound (0.5 
Kg.) over her original weight. At the 
time of writing her weight is 2914 pounds 
(13.4 Kg.). Roentgenograms were taken, 
after a barium enema, on the twenty-first 
postoperative day, which showed a good- 
sized pouch; a flat plate taken a day later 
showed complete evacuation of the barium. 

Dog 6 followed a similar course. This 
animal] was operated on four months prior 
to the time of writing. Its weight at the 
time of operation was 29 pounds (13.2 
Kg.), which dropped to 2714 pounds (12.4 
Kg.) one and a half weeks later. In a 
month the dog had recovered its original 
weight and at the time of writing weighs 
31 pounds (14.1 Kg.). Edema of the peri- 
anal region developed but subsided by the 
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twelfth postoperative day. The stools 
turned mushy by the fifth day. One month 
later the animal was passing an average 
of four or five stools per day. At the time 
of writing there are two stools daily, one 
at night and the other after feeding in the 
morning. Frequently the stools are 
formed. 

This technic is intended for cases in 
which total colectomy is required, e.g., 
cases of ulcerative colitis or multiple poly- 
posis. It should prove more effective in 
man than in animals, since human beings 
can hold back the urge to defecate. Since 
there is a storage place for the fecal con- 
tents, the number of daily movements can 
be decreased to a point at which irritation 
to the anal and perianal skin is avoided 
and loss of fluids and electrolytes con- 
trolled by adequate absorption of these 
elements from the small bowel. 


SUMMARY 


This article deals with a pull-through 
(of the ileum through the anus) proce- 
dure, with preservation of an_ intact 
sphincter mechanism and a side-to-side 
ileo-ileostomy, the purpose of which is to 
establish a pouch to serve as a reservoir 
for ileal contents. The technic is described 
in detail, as performed experimentally on 
dogs. In the author’s opinion it should 
prove even more effective in man. 


SUMARIO 


Este artigo trata de um método “pull- 
through” (do ileo atravées do anus), com 
preservacao do mecanismo de um esfincter 
intato e de uma ielo-ileostomia latero- 
lateral, cujo propdésito é estabelecer uma 
bolsa para servir de reservatério para o 
conteido do ileo, O autor descreve essa 
técnica em detalhe, conforme foi experi- 
mentalmente executada em caes. Na sua 
opiniao, ela deve ser ainda mais eficaz no 
homen. 
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RESUME 


Cet article est consacré a une technique 
de préservation du mécanisme sphinctéri- 
en par iléo-iléostomie bord a bord, dont 
le but est d’établir une poche servant de 
réservoir au contenu de liléus. Cette 
technique est décrite dans tous ses détails, 
telle qu’elle a été appliquée expérimen- 
talement sur des chiens. L’auteur pense 
qu’elle devrait se révéler plus efficace en- 
core chez l’homme. 


ZUSAM MENFASSUNG 


Die Arbeit beschreibt ein Operationsver- 
fahren, bei dem das Ileum durch den After 
hindurchgezogen wird unter Erhaltung 
des Sphinktermechanismus und in Ver- 
bindung mit einer Seite zu Seite angeleg- 
ten Ileoileostomose, deren Aufgabe in der 
Schaffung einer als Reservoir fiir den 
Diinndarminhalt dienenden Tasche be- 
steht. Die am Hundeexperiment ange- 
wandte Technik wird in ihren Einzelheiten 
beschrieben. Der Verfasser glaubt, dass 
der Eingriff sich am Menschen von noch 
grésserer Wirksamkeit erweisen sollte. 


RIASSUNTO 


In questo articolo ci sioccupa dell’ab- 
bassamento dell’ileo attraverso |’ano con 
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conservazione dello sfintere e dell’ileo-ileo- 
stomia latero laterale con lo scopo di cre- 
are un serbatoio per il contenuto ileale. 
La tecnica é stata descritta nei suoi det- 
tagli, cosi come é stata sperimentalmente 
eseguita nei cani. Secondo l’ideatore essa 
dovrebbe essere anche pit efficace nell’- 
uomo. 
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A Con xt Gastric Volvulus in a Child 


C. A. PROANO C., M.D. 
LIMA, PERU 


in 1866 who confirmed the diagno- 

sis in the first case of torsion of the 
stomach, during autopsy of a woman 60 
years old, but the first cases in which oper- 
ation was performed with success were 
those reported by Berg in 1895 and 1896. 
This period is considered by some authors 
the beginning of the “surgical period 
proper.” 

Gastric volvulus has been considered, 
with much reason, one of the rarest sur- 
gical pathologic entities; therefore, it is 
small wonder that so renowned a French 
author as Mondor has said that in the 
French medical literature it was only after 
the appearance of the work of Tuffier, Jean 
and Lenormant that the French textbooks 
began to mention this rare condition, and 
that Lecene and Leriche, in the 1926 edi- 
tion of their classic book Surgical Pathol- 
ogy, mentioned only 30 cases: One of the 
most modern and most comprehensive 
studies was written by Anagnostidis in 
1936; this author had collected 116 cases, 
but in 1943 he increased this figure to 146. 
One of the most recent papers on this sub- 
ject (by Daalgard) appeared in Acta 
Chirurgica Scandinavia in 1952. 

The former citations are related espe- 
cially to gastric volvulus in the adult. The 
condition is still rarer in children, al- 
though in recent years it has been reported 
frequently as occurring in infants. Since 
Marie and his co-workers read their paper 
before the Societe Francaise de Pediatrie 
in 1948, however, there is more discussion 
of plication for volvulus in infants. Dujon 
(1910) is perhaps the first who described 


eye to Bockus, it was Berti 
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the case of a 5-year-old child, operated on 
because of acute gastric symptoms at whose 
autopsy a mesenteric-axial volvulus was 
revealed. 

The rare occurrence of volvulus in chil- 
dren is evident if one remembers that, of 
the 116 patients of Anagostidis only 6.3 
per cent were children between 1 and 10 
years of age. Experience at the surgical 
service in the Hospital del Nino does not 
disagree with the foregoing statistics; in 
the decade from 1944 to 1953, with 5,586 
hospital admissions, only 1 such case has 
been encountered. The patient was a child 
3 years old, whose case will be reported in 
this paper. It is the only such case to be 
observed during the twenty-five-year his- 
tory of the hospital. 

Some authors have stated that it is not 
possible to establish the characteristics of 
each case at operation. Others have 
affirmed that it is possible to diagnose the 
condition only on the autopsy table. In my 
opinion the classic anatomic classifications 
retain their value. Their supporters, as is 
well known, consider two essential forms, 
organic and axial, the latter of which is 
less frequent than the former in all statis- 
tics published. I recognize also the mixed 


-forms, in which there is some predomi- 


nance of one of the axes of torsion. 
Among the clinical classifications, the 
best, I am convinced, is that of Ancilotti: 
Furthermore, volvulus is a condition 
most commonly observed in the adult, es- 
pecially, according to Bonorino Udaondo, 
between the ages of 40 and 60 years. It 
was assumed until recently that the young- 
est patient on record was a 3-month-old 
baby described by Pozzan, whose volvulus 
was of the mesenteric-axial variety. If one 
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recalls the reports of Marie and his asso- 
ciates, Roviralta and Doberti and others 
of South America, it is apparent that the 
number of cases of volvulus or plication in 
infants has increased, and it is possible 
that future statistics will vary in compari- 
son with the one now available. 

Conventionally, as a criterion of total 
volvulus, 180 degrees of torsion has been 
suggested, the volvulus being considered 
partial when it does not reach this point. 
It is true that torsion in the total volvulus 
is nearly 180 degrees and that cases are 
rare in which torsion has surmounted this 
figure. Nevertheless, one must not forget 
the exceptional case of Niosi, in which the 
torsion reached 400 degrees. The mechan- 
ism of the mesenteric-axial volvulus is 
more complicated than that of the organo- 
axial variety, which is the most commonly 
encountered. In the former, since the py- 
lorus is the most freely movable portion of 
the stomach, it rotates in front and to the 
left, finishing in a position above the car- 
dia. In the latter the torsion takes place 
around an axis that unites the two orifices. 
Generally the torsion of the greater cur- 
vature drags the colon upward, so that the 
posterior surface becomes the anterior 
(the so-called anterior variety); some- 
times the torsion is reversed (posterior 
variety). 

A partial volvulus, then, is one in which 
the torsion does not reach 180 degrees and 
which appears intermittently in relation 
to gastric or perigastric lesions. 

There have been cases in which an ec- 
topic spleen, adhesions or supernumerary 
or anomalous vessels have contributed to 
the production of gastric volvulus. It has 
been stated in more than one instance that 
volvulus is produced exclusively by an 
ectopic spleen or by adhesions, and some 
authors, such as Niosi, have affirmed that, 
in every case of acute disease of the uprer 
part of the abdomen in which there is an 
ectopic spleen, there is the possibility of a 
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volvulus. 

This opinion was shared by Muchi and 
Pellegrini, who stated that, in cases of 
acute abdominal disease in which roentgen 
study reveals the splenic space to be 
empty, one should consider a gastric vol- 
vulus. 

As a consequence of the torsion of total 
volvulus, there is occlusion of both orifices 
of the stomach, especially of the cardia, 
beginning with torsion of the pylorus (the 
most freely movable segment). Complete 
blockade, however, does not occur in every 
instance, since some authors, such as Got- 
tet, have affirmed the lack of blockades 
even with 200 degrees. In the case here to 
be reported, I consider the volvulus total 
and of the mesenteric-axial variety. Even 
though the classic symptoms were present, 
complete cardiac blockade did not occur; 
it was possible to pass a probe easily into 
the stomach, 

With regard to the etiopathogenic fac- 
tors in the production of volvulus, I agree 
with the authors who have postulated two 
types of etiopathogenesis : predisposed and 
liberative (Bockus). Among the former, 
it is necessary to mention the following 
factors: 

1. Gastric ptosis, with consequent dila- 
tation and looseness of the supporting 
elements. The last-mentioned sign is said 
to be essential, since in its absence it is 
difficult to present the nosologic picture 
here reported. 

2. Congenital acquired alterations of 
diaphragm, such as hernia or eventration, 
almost always localized in the left hemi- 
diaphragm. These conditions predispose 
to total or partial acute gastric volvulus, 
and if there are “liberation factors,” such 
as adhesions or gastrocolic meteorism, it 
is easy to understand that volvulus may 
occur. Reportedly, some eventrations have 
been so high that the left hemidiaphragm 
was observed in the first intercostal space. 
The phrenic atony of Loeger, as well as 
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Classification of Gastric Volvulus 


Acute 
volvulus 


Chronic 
volvulus 


Gastric volvulus 


Intermittent 
volvulus 


Total 


Partial 
Primitive or secondary to other 
intrinsic or extrinsic lesions 
Total (rare) 
Partial 


Secondary to gastric or extra- 
gastric lesions 


paretic or paralytic conditions of the hemi- 
diaphragm, may produce total or partial 
volvulus. In the case to be reported I have 
confirmed this predisposing factor, clearly 
noticeable during repeated roentgen stud- 
ies in which I allowed the hemidiaphragm 
to remain fixed at the height of the seventh 
intercostal space. It is possible to see in a 
roentgen plate, some days after surgical 
reduction of the volvulus, that the colon, 
noticeably attached to the antral portion, 
has a tendency in its splenic angle to fill 
the great space left by the diaphragmatic 
paralysis. Another predisposing factor in 
this group of diaphragmatic alterations is 
phrenicectomy (Breitkoff). 

8. Gastric biloculation, or hourglass 
stomach, congenital or existing as the con- 
sequence of a previous ulcer. This has been 
mentioned as a factor since the time of 
Kocher. Usually it is congenital, but I 
cannot remember mention of it in the re- 
ported cases of volvulus in children. 

4. Peptic ulcer. This has always been 
emphasized as a predisposing factor—so 
much so that Boppe reported its presence 
in 15 of 44 cases, 

5. Tumor. A tumor of any histologic 
type can also be a predisposing factor but 
is not frequently encountered. The exam- 
ple usually cited is the case of Van 


Haborer, in which a carcinoma was the 
cause of a volvulus that required gastric 
resection. 

6. Perigastritis. This condition also has 
been blamed as capable of producing par- 
tial or total volvulus. In children perigas- 
tritic adhesions are not often observed, 
though in the youngest there is a tendency 
toward partial or incomplete volvulus. 
Weiss and his co-workers, however, in 
1952 reported the case of a baby 12 days 
old with an organo-axial volvulus due to 
congenital bands between the greater cur- 
vature and the inferior surface of the 
liver. In my case, in addition to phrenot- 
ony of the left hemidiaphragm, the peri- 
gastritis that attached the pyloric and 
antral portion of the stomach to the right 
colic angle may have been another predis- 
posing factor. 

7. Ectopy of the spleen. 

8. Aerocolia. This is an important fac- 
tor, as has been suspected for a long time. 
A stomach filled with gas or, more fre- 
quently, a gas-distended colon may con- 
tribute to the production of volvulus, espe- 
cially in the plications of the infant, where 
it appears to be a conclusive factor. It 
should not be forgotten that in some adults 
and especially in the youngest children 
there is a tendency toward marked gas- 
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eous intestinal distention in the left side 
of the transverse portion of the colon. 

9. Pregnancy. This has been mentioned, 
although rarely. 

In spite of all previous considerations, 
there is a good percentage of cases in 
which the predisposing factor cannot be 
identified even at the autopsy table, These 
are cases of the so-called idiopathic vol- 
vulus, quite numerous in former statistics 
(Anagnostidis, 44.7 per cent), but perhaps 
less frequently recorded in later studies. 

Among the “liberative” causes are as 
follows: 1. Acute dilatation of the stom- 
ach, which, if not due to previous surgical 
or infectious causes, is very difficult to 
diagnose. 2. Stress. 3. A copious meal (as 
in the case to be reported) , after which the 
symptoms become more acute, especially 
if the meal has included a large quantity 
of delicacies. 4. Trauma. 5. The intracta- 
ble vomiting of pregnancy (this form of 
causation is rare). 

Surely the clinical picture of acute total 
volvulus is one of the most dramatic in the 
surgical field, and so serious that, if not 
treated properly in time, it can cause 
death. Almost always the onset is asso- 
ciated with vomiting, in most cases of 
short duration. At first the vomitus con- 
tains food and afterward mucus, but never 
bile, blood or putrid matter. Then comes 
the intense colicky pains localized to the 
epigastrium. These pains may be constant 
or intermittent and may spread to both 
the hypochondrium and the dorsum. Rap- 
idly the picture becomes established, with 
the classic triad outlined a long time ago 
by Borchardt: 


1. Symptoms of ileus, with unproduc- 
tive efforts at vomiting. 

2. Meteorism localized in the epigas- 
‘trium and the left hypochondrium. 

3. Insuperable resistance to the inser- 
tion of a probe into the stomach. 


My little patient presented almost all of 
this symptom complex except obstruction 
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of the cardia. Since I did not take into 
account the possibility of gastric volvulus, 
I was inclined to think of ileus of the colon 
or of the highest portion of the small in- 
testine. I even thought of clinical entities 
involving the duodenum and its vicinity 
that might block the passage of food, since 
the clinical picture was that of ileus with 
nausea but without vomiting. 

The meteorism, although localized in the 
epigastrium and the left hypochondrium, 
presented two lobulations, the tumor being 
divided in its inferior portion. The tumor 
in this case differed from the type de- 
scribed by other authors, who have stated 
that it should exist in two segments, one 
superior-vertical and the other inferior- 
horizontal, 

With regard to the impossibility of in- 
serting a probe into the stomach and the 
dysphagia always mentioned, I must state 
that in my case a Nelaton No. 18 probe 
passed the cardia. This confirms the state- 
ment of Udaondo. And, despite the asser- 
tion that in a case of total volvulus there 
is dysphagia for solid food first and then 
for liquid (Berg), my patient could ingest 
small amounts of the latter. 

It is said that peristalsis is present in 
cases of partial volvulus, but in my case, 
despite the fact that the volvulus was to- 
tal, it was present. Before the emptying 
of the stomach the peristaltic waves were 
scarcely perceptible as shallow undulations 
that began in the right hypochondrium 
and proceeded to the epigastrium, but 
after the emptying of a good portion of 
the gastric contents they became more 
manifest. 

The general state of the patient is se- 
verely involved a short time after the clin- 
ical manifestations begin; he appears se- 
riously ill, with a “peritoneal facies.” Dis- 
tention of the stomach leads not only to 
dextrocardia but to true states of asystole 
that can produce death. In my case the 
general aspect of the patient was serious; 
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the “peritoneal facies” was present, with 
clinical signs of obvious shock and uncon- 
sciousness, though occasionally he became 
conscious and complained of severe pain, 
especially in the epigastrium, which pro- 
duced unproductive retching. Intermittent 
volvulus occurs most frequently in adults 
with anatomic lesions, but in many in- 
stances it is not possible to discover the 
true cause. The clinical picture is that of 
a painful crisis, generally accompanied by 
vomiting, which, according to Jean, may 
last for hours or months. Sometimes the 
pain is so severe that it is confused with 
renal or biliary colic; the general condition 
of the patient, however, is not bad, doubt- 
less owing to the fact that intermittent 
volvulus is usually of the partial type. It 
is not often observed in children, especially 
in infants, because in infancy the lesions 
of perigastritis are not infrequent. Never- 
theless, one must always think of this pos- 
sibility; it occurred in the case reported 
by Weiss and his associates, 

Both the volvulus of infancy and plica- 
tions of the stomach are clinical entities 
that take on more importance with time. 
With a patient who vomits habitually one 
must keep it in mind, in order to study 
systematically, with the roentgen ray, the 
vomiting infant who is resistant to the 
medical-dietetic treatment usually em- 
ployed. Actually only cases of the organo- 
axial type of volvulus, total or partial, 
have been mentioned. With the latter, 
roentgen examination is especially impor- 
tant, since the plications resemble other 
clinical entities common in infancy. The 
vomitus does not contain bile or blood; the 
entity is not present immediately after 
birth and therefore may simulate the “free 
interval” of a patient with pyloric steno- 
sis. No doubt, as Roviralta suggested, 
more than one of these patients has been 
subjected to pyloroplasty. 

Moreover, because of the laxity of the 
supporting elements in the infant, a great 
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deal of emphasis is placed on the etiopath- 
ogenic influence of aerocolia and even the 
phrenic atony of Loeger. If the aerocolia 
is more marked in the hepatic angle of the 
colon the plication will be partial; if it is 
more marked in the splenic angle it is 
more likely to be total. Because of their 
intermittent character, the plications will 
produce transient roentgenographic 
changes and clinical manifestations. And, 
of course, the treatment in the majority 
of cases should be exclusively conserva- 
tive, including simple postprandial pos- 
tural treatment with the patient in the 
prone decubitus and the light Trendelen- 
burg positions. 

Not always has the roentgen diagnosis 
been made during the acute phase, al- 
though in my case it was. In cases of acute 
abdominal diseases, when I consider it 
necessary, I do not hesitate to perform 
roentgen examination with the roentgen- 
ologist in attendance. The roentgen pic- 
tures of the two varieties of volvulus are 
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Fig. 1—Diagrammatic sketch of gastric volvulus. 
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entirely different. Of the organo-axial 
variety it has been said with much reason 
that marked distention of the colon pre- 
vails, especially of the splenic angle, that 
pushes the stomach upward, When barium 
is administered to an infant, one should 
begin with very small doses. In this way 
it can be observed, first, that there exists 
a gastric compartment more or less di- 
lated; and then that the barium goes hori- 
zontally to the right, arriving at the py- 
lorus and producing a biloculated shadow. 
The greater curvature follows the same 
course as does the opaque substance, ac- 
centuating the displacement caused by 
total volvulus. The greater curvature, 
therefore, remains in the upper part of 
the liver. The aspect of the stomach as a 
whole gives the impression of a kidney 
turned downward. Many authors compare 
this picture with that of the penis, calling 
it “obscene stomach.” 

With the mesenteric-axial variety of 
volvulus the superior gastric compartment 
is larger than that with the organo-axial 
type, which can be observed in a flat plate 
of the abdomen. Such was the case with 
my patient, because the superior gastric 
compartment was so distended that I even 
thought of duodenal obstruction due to a 
band or other element that prevented the 
passage of food to the duodenum. This 
upper compartment, filled with opaque 
substance, was directed and pushed above 
the cardia, resembling a resected stomach. 
The pylorus, of course, was directed to the 
left and was filled with difficulty, with oc- 
casional peristaltic movements from right 
to left. It is customary in these cases also 
to place the patient in the prone decubitus 
position, so as to observe that the caudal 
gastric and antral portions turn above and 
behind the*gastric fundus. 

In general agreement with the state- 
ment that an ectopic spleen favors gastric 
volvulus, a free splenic fossa can be ob- 
served roentgenographically, a sign that 
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suggests the presence of volvulus (Muchi- 
Pellegrini). 

It is well known that the clinical diag- 
nosis is difficult. In the case of a vomiting 
infant the possibilities of error are numer- 
ous. According to Weiss and his co-work- 
ers, one must consider the following diag- 
noses : 


. Pyloric obstruction 

. Intussusception 

. Malrotation of the midgut 

. Atresia of the esophagus 

. Anomalous vessels in the form of 
vascular rings that go from the 
aorta to the esophagus 

. Duplication of any segment of the 
digestic tract 

. Meconial ileus 

. Congenital obstruction of the anus 
and rectum 

. Pancreatic rings 

. Intrinsic malformation, 
atresia or stenosis 

. Gastric torsion due to congenital 
bands. 


At the age just beyond infancy the diag- 
nostic difficulties are evident. In my case 
I thought first of the possibility of ileus 
of the colon and especially sigmoidal vol- 
vulus. I thought also of acute dilatation of 
the stomach, despite the rarity of this con- 
dition in both children and adults except 
in the presence of special surgical condi- 
tions. Also, I thought of a duodenum 
acutely blocked by a band or other congen- 
ital malformation. I must emphasize, how- 
ever, the fact that, even with the effective 
aid of the roentgen ray, my thought was 
inclined in the direction of volvulus of the 
bowel. 

Gastric volvulus, owing to its serious- 
ness, must be treated surgically without 
delay, and it has been said that in the face 
of the slightest suspicion one is obligated 
to operate. Action is necessary even in 
those cases in which it has been possible 
to pass a probe through the cardia for par- 
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tial emptying of the gastric contents. I 
was easily able to remove 600 cc. of a “‘cafe 
au lait” liquid substance with an acid 
smell. This previous emptying of the 
stomach resolved the condition only par- 
tially, but doubtless it was the reason the 
volvulus was almost totally reduced. It 
has been mentioned that within the abdo- 
men one may observe a chylous liquid (as 
in 1 of Kocher’s patients, operated on dur- 
ing digestion) ; bloody liquid, or even pure 
blood (as in Borchard’s patient with a 
laceration of the spleen). 

The tumor that appears immediately 
after the opening of the abdomen has been 
wisely called “stomach cyst.” It is im- 
mensely distended, giving the impression 
that it fills the whole abdominal cavity. It 
can be confused with torsion of an ovarian 
cyst or with volvulus of the sigmoid flex- 
ure of the colon; one can orientate oneself 
by its conformation, its firmness and the 
distribution of the vessels. In the special 
instance of volvulus of the sigmoid, how- 
ever, it must be remembered that the su- 
perior portion is free, as it is not in the 
presence of volvulus. 

In rotation maneuvers émployed to 
evacuate the stomach by natural means or 
by a single puncture with a thick trocar, 
the usual well-known precautions must be 
observed. This evacuation is absolutely 
necessary when the distortion is impos- 
sible to handle otherwise. With the stom- 
ach partially or totally emptied one can 
identify the type of volvulus, but in some 
cases, if emptying is not complete, this is 
still difficult. With the organo-axial va- 
riety, total or partial, the posterior face 
becomes the anterior and covered by the 
epiploén, while the transverse portion of 
the colon is partially or totally directed 
upward above the greater curvature; the 
contrary is seen when the volvulus is a 
posterior type. With the mesenteric va- 
riety, in which the gastric cyst may also 
be large, once the distortion has been par- 
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tially or totaliy realized, it can be noted 
that only one part of the transverse por- 
tion of the colon is present, since the left 
portion disappears completely behind the 
stomach. This was observed in my case. 


After reduction of the volvulus, the in- 
trinsic or extrinsic lesions that produce 
the clinical picture can be appreciated and 
corrected if necessary. In the majority of 
cases, however, the less that is done the 
better. This opinion is justified by the se- 
verity of the situation. 


Some authors accept a gastropexy; in 
the past, gastroenteroanastomosis and 
even gastric resection were recommended. 


The prognosis is correlated with the in- 
terval from the onset of symptoms to the 
moment at which the patient undergoes 
operation—and, of course, with the qual- 
ity and duration of the intervention. The 
results are most successful when the oper- 
ation is limited to a single reduction. 


REPORT OF CASE 


C. V., a white boy 3 years and 2 months old, 
was admitted to the hospital with a definite 
diagnosis of gastric volvulus. 

The family and personal data were unimpor- 
tant with regard to the present illness. Ac- 
cording to the father, the patient had been in 
apparent good health until fifteen days before 
admission, when he began to feel slight pains 
in the abdomen after taking food. The pain 
was not particularly annoying and was not 
accompanied with dyspeptic symptoms. The 
feces were normal. On the day before admis- 
sion he became nauseated, vomited, and had 
intermittent abdominal pains. When admitted 
to the hospital the child was in severe pain 
similar to colic, but there was no vomiting. 
On the previous day he had been given an 
enema, and on admission, fourteen hours after 
the enema, the abdomen was severely dis- 
tended. 

On the day before the beginning of his com- 
plaints he had eaten many sweets at a family 
party. 

The patient was hospitalized because of the 
symptoms of an acute abdominal syndrome 
with signs of intestinal obstruction. 
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Physical Examination. — The patient was 
severely ill, with the peritoneal facies; he was 
in an evident state of shock and complained 
constantly. The nutritional state was well pre- 
served. The skin was pale and extremely cold. 
The pulse was feeble and frequent. 

The abdomen was swollen at the level of the 
epigastrium and the left hypochondrium, 
with a depression giving the tumorous mass a 
biloculated appearance: the inferior segment 
included not only the epigastrium but the su- 
praumbilical region. There was flattening of 
the flanks, the hypogastrium and both iliac 
fossae. Occasionally there were peristaltic 
waves beginning at the right and going to the 
left, coinciding with the moments in which 
the pains were accentuated. 

The tumor was almost hard. Its shape as 
judged by palpation was the same as that ob- 
served during simple inspection. Percussion 
of the tumor evoked hardly any pain, but there 
was tympanism in the portion most prominent 
and dullness in the inferior portion. 

After roentgenoscopic examination I took 
two flat plates of the abdomen. Considering 
the patient’s severely ill state and the extreme 
distention of the stomach, I decided to drain 
the gastric contents with a Levine tube. The 
tube passed without difficulty, and it was pos- 
sible to remove 600 cc. of acid-smelling “cafe 
au lait” liquid. 

Immediately afterward the tumor disap- 
peared, improving noticeably the anguished 
state of the patient. Later it was noticed that 
gastric peristaltic waves increased on finger 
percussion. During the fourth day of hospital- 
ization the patient was treated with the thera- 
peutic measures commonly used in _ these 
circumstances, as well as permanent gastric 
drainage. On the following day his general 
state was better, but the temperature was 38 
C. (100.4 F.). Gastric lavage was done before 
the patient was sent to the roentgen labora- 
tory. 

On the day before the operation the general 
state was good. The boy was afebrile; the 
abdomen was flat; the peristaltic waves had 
disappeared, and bowel movements were ab- 
sent. Gastric suction was maintained, al- 
though the patient was allowed small quanti- 
ties of dextrose solution. 

On the day of the operation the patient. was 
in still better condition, but the small quanti- 
ties of gastric contents of the same “cafe au 
lait” color were still present. The postopera- 
tive course was good, although the wound did 
not heal per primam because of infection of 
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the planes. Also, in the middle of the post- 
operative period, the patient presented the 
rash of varicela. 

Roentgen Data (Day of Admission, Nov. 9, 
1953).—A flat plate taken with the patient in 
the decubitus position (Fig. 2 A) showed a 
great gaseous accumulation, sharply outlined 
and egg-shaped, extending vertically from the 
eleventh dorsal to the first sacral level and 
horizontally from the eleventh dorsal to the 
first sacral level and horizontally from one 
lateral wall to the other. 

A flat plate taken with the patient standing 
(Fig. 2 B) showed a large amount of air and 
liquid in the left side of the abdomen; the 
liquid level extended from the inferior portion 
of the epigastrium to the second lumbar disc. 
The area filled with gas ascended in the left 
hypochondrium to 1 fingerbreadth below the 
corresponding hemidiaphragm; the latter was 
in a high position, reaching the seventh inter- 
costal space and pushing the heart to the right. 

This roentgenographic picture was reported 
as corresponding to acute gastric dilatation 
with hydro-aerial stasis, due to high intestinal 
obstruction (probably in the duodenum) and 
diaphragmatic eventration. 

On November 10, twenty-four hours after 
600 cc. of gastric contents had been removed, 
roentgen examination showed the same char- 
acteristics in the two hemidiaphragms. 

Frontal flat plates taken with the patient 
standing and in_the lateral position (Fig. 2, 
C and D) revealed, in addition to the same 
characteristics of the two hemidiaphragms, a 
large hydro-aerial area, its liquid level at the 
eleventh posterior rib arc. The stomach was 
inverted, with the cardia at the level of the 
pedicle or the second lumbar vertebra, and the 
fornix of the left flank and the upper portion 
of the left iliac fossa. The vertical segment 
was in the flank and the inferior portion of 
the left hypochondrium; the transverse seg- 
ment, the pyloric antrum and the pylorus were 
also in the left hypochondrium. 

Roentgenograms with an opaque medium 
were taken with the patient in the frontal 
standing (Fig. 2, E and F), the frontal decu- 
bitus prone (Fig. G), the left lateral decubitus 
(Fig. 2G) and the frontal lateral supine (Fig. 
2 H) positions. In the last-mentioned plate it 
was possible to visualize the aforementioned 
gastric dilatation, as well as the lengthening 
and thinness of the first 6 cm. of the duodenal 
portion. All these plates were taken an hour 
and a half after ingestion of the barium, when 
90 per cent of the opaque substance remained 
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Fig. 2.—A, flat plate taken with patient in decubitus position. B, flat plate taken with patient in 

standing position. C, flat plate taken with patient in frontal standing position after partial evacua- 

tion. D, flat plate taken with patient in lateral position after partial evacuation. E, F, G and H, 

films taken after use of an opaque medium with patient in various positions; H, frontal standing; 

F, frontal decubitus prone; G, left lateral decubitus; H, frontal decubitus. J, appearance of colon in 
the presence of the opaque medium. 


These plates were reported as showing gas- 
tric volvulus of the mesenteric-axial variety, 
conditioned by congenital malformation of the 
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within the stomach, with the remainder in the 
jejunum. Three hours afterward 80 per cent 
of the barium was still in the stomach. 


— 


JOURNAL OF THE INTERNATIONAL COLLEGE OF SURGEONS 


left hemidiaphragm and possibly the first por- 
tion of the duodenum, which was lengthened, 
decreased in caliber and extrinsically com- 
pressed by the dilated fornix. The duodenum 
also crossed the cardia. All these signs local- 
ized the obstruction to the first part of the 
duodenum. 

Roentgenograms taken with the patient in 
the frontal standing position and the left an- 
terior oblique position (Fig. 2 7) six days 
after the first examination showed that the 
volvulus had been reduced. 

In November 26, roentgen examination of 
the colon with an opaque medium showed nor- 
mal motility and a normal appearance; the 
splenic angle was doubled over itself and oc- 
cupied the left hemidiaphragm. 

Operation (November 12).—A paramedian 
incision 12 cm. long was made, beginning in 
the vicinity of the xiphoid process and extend- 
ing to a point 2 cm. below the umbilicus. When 
the peritoneum was opened it was observed 
that the stomach was dilated. The greater 
curvature presented anteriorly, and part of its 
posterior surface was covered with the epip- 
loén. The exploration began with the left side, 
where there were some adhesions between the 
stomach and the spleen. Since the adhesions 
were vascularized, they were not divided. Be- 
hind the stomach was a good portion of the 
transverse colon and the splenic angle of the 
colon, which were removed by gentle traction. 

On the right side there were many slight 
adhesions, between the gallbladder and the in- 
ferior surface of the liver and the stomach. 
These adhesions were freed almost entirely, 
and it was observed that the stomach and the 
colon were adherent. Immediately after the 
latter adhesions were divided, peristaltic waves 
appeared and increased with digital pressure. 


SUMMARY 


A case of acute mesenteric-axial volvu- 
lus of the stomach in a child 3 years old is 
reported. The diagnosis was made exclu- 
sively by roentgenographic means, through 
the combined efforts of the roentgenologist 
and the clinician. This was the first such 
case observed in ten years and the first of 
its kind to be observed in the twenty-five 
year history of the Hospital del Nino in 
Lima. 

Simple flat plates of the abdomen were 
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taken with the child standing up and in 
the dorsal decubitus position. These re- 
vealed unusual dilatation of the stomach, 
suggesting blockage of the duodenum 
above the ampulla of Vater. 

The vomit contained no bile. 

In the author’s opinion the mesenteric- 
axial volvulus in this case was the result 
of aerocolia of the transverse portion of 
the colon, which, being in close relation to 
the antral portion of the stomach, prob- 
ably produced the volvulus. Atony of the 
left hemidiaphragm, which was unques- 
tionably present, may have aided in the 
causation. 

Although the child’s condition had im- 
proved as a result of the first evacuation 
of the stomach, an operation was per- 
formed on the basis of the roentgen evi- 
dence. Obviously the evacuation had not 
been complete, since only small portions of 
the gastric contents were obtained by con- 
tinuous drainage. During the operation it 
was noted that the volvulus was almost 
completely reduced, and its reduction was 
completed by traction on the transverse 
portion of the colon, which lay behind the 
stomach and below the left hemidia- 
phragm. Adhesions between the right an- 
gle of the colon and the antral portion of 
the stomach, which were considered an 
important etiologic factor, were sectioned. 


RESUME ET CONCLUSIONS 


Nous présentons un cas de volvulus 
total mesenterico-axial de l’estomac chez 
un enfant agé de 3 ans. Le diagnostic 
fut fait exclusivement radiologic et c’était 
tres éloquent parce que les investigaciones 
futent faits avec l’aide du_ radiologue. 
C’est l’unique cas qui ait été décrit en 25 
ans de vie de notre Hopital. De 14 que nous 
avons cru intéressante sa publication. 

Avec des plaques radiologiques simples 
en position débout et en décubitus dorsal 
il fut possible visualiser une image inv- 
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sitée de dilatation gastrique qui nous avait 
fait penser dans un blockage aigu du duo- 
denum au dessus de l’ampoule de Vater du 
moment que les vomissements ne contenait 
pas de bile. 

Nous croyons que le volvulus fut originé 
par une aerocolie du colon transverse qui 
était en relation étroite avec la portion 
antrale et le corps de |’estomac et qui con- 
duisit 4 cer érgane a la formation d’un 
volvulus de la varieté mesenterico-axial. 
Cette situation a été aussi favorisé par 
une atonie de l’hemidiaphragme gauche. 


Nous sommes intervenus en vue du re- 
sultat de l’examen radiologique et malgré 
amelioration rémarquable observée chez 
le patient obtenue avec une premiére ex- 
traction du conétenu gastrique, le drenage 
continu faisait couler des petites quantités 
de liquide gastrique de couleur café au lait 
et d’oreur trés acide. Pendant |’interven- 
tion nous observons qu’en vue de |’évacua- 
tion partielle du contenu gastrique le vol- 
vulus était presque aussi totalment réduit 
et nous fumes obligé a finir la reduction 
avec une traction légere du colon trans- 
verse, situé derriére |’estomac et qui con- 
tinué 4 occuper profondement Il’hipoco- 
chondre gauche au voisinage de |’hemi- 
diaphragme paresié de ce coté la. Aussi 
nous avons pas oublié de sectioner les 
adherences qui unissaint l’angle droit du 
colon avec la portion antrale de |’estomac 
auxquelles nous attribuons un role trés 
importante. 


RESUMEN 


Presentamos un caso de vélvulos mesén- 
térico-axial, agudo i total, en un nifio de 3 
afios de edad. El diagnéstico fué exclusi- 
vamente radiolégico, siendo las investiga- 
ciones hechas en compaiiia del radidlogo. 
Nos ha parecido interesante su publicacién 
por ser el tinico caso en los 25 afios que 
tiene de fundado nuestro hospital. 


Con placas simples del abdomen en posi- 
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cién de pie i dectbito dorsal, se pudo com- 
probar una inusitada dilatacién del est6- 
mago que hacia pensar en un bloqueo 
agudo del duodeno, por encima de la 
ampolla de Vater, ya que los vémitos no 
contenian bilis. 

Nos parece que el volvulos se debid 
posiblemente a una aerocolia del colon 
transverso, el cual al estar enestrecha 
relacién con las porciones antral i del 
cuerpo del estoédmago, llevaron a éste a 
constituir un vélvulos de la variedad mes- 
entérico-axial, situacién que estuvo favo- 
recida ademas, por la evidente frenoato- 
nia del hemifiafragma izquierdo. 

Fuimos al acto operatorio en vista de 
del diagnéstico radiolégico i a pesar de 
que las condiciones generales del paciente 
habian mejorado de manera notable con 
la primera extraccién del contenido gas- 
trico. Sin embargo, todavia se siguié extra- 
yendo mediante drenaje continuo pequenas 
cantidad de contenido gastrico de color 
café con leche i olor Acido. Durante la 
operacién pudimos comprobar que a con- 
secuencia del drenaje gastrico, el vélvulos 
casi se habia reducido por completo i solo 
nos vimos obligados a terminar la reduc- 
cién de él mediante la traccién suave del 
transverso, que escondiéndose detras del 
est6mago, iba a colocarse profundamente 
en el hipocondrio izquierdo por debajo del 
hemidiafragma parético de ese lado, Asi 
mismo, no dejamos de seccionar las adher- 
encias que unian el Angulo derecho del 
colon con la porcién antral del est6mago, 
i a las que atribuimos papel etiol6gico im- 
portante. 


ZUSAM MENFASSUNG 


Es wird iiber einen Fall von akutem 
Magenvolvulus um die Achse des Mesen- 
teriums bei einem dreijahrigen Kinde 
berichtet. Die Diagnose wurde durch die 
vereinten Bemiihungen des Réntgenologen 
und des Klinikers ausschliesslich auf 
Grund der Réntgenbefunde gestellt, Dieser 
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Fall war der erste, der in den letzten zehn 
Jahren .beobachtet wurde, und der erste, 
der in der 25 jahrigen Geschichte des 
Hospital del Nino in Lima vorkam. 

Einfache Ubersichtsaufnahmen des 
Bauches wurden bei aufrechter Stellung 
und in Riickenlage des Kindes vorgenom- 
men. Sie ergaben eine ungewdhnliche 
Magenerweiterung, die auf einen Ver- 
schluss des Zwiélffingerdarms oberhalb der 
Vaterschen Ampulle schliessen liess. Im 
Erbrochenen fand sich keine Galle. 

Der Verfasser glaubt, dass im vorlie- 
genden Falle die Verschlingung des 
Magens um die Achse des Mesenteriums 
durch Blahung des in enger Beziehung 
zum antralen Abschnitt des Magens ste- 
henden Querdarms hervorgerufen wurde. 
Eine zweifellos vorhandene Atonie der 
linken Zwerchfellkuppe mag zur Entste- 
hung des Volvulus beigetragen haben. 


Obgleich der Zustand des Kindes sich 
als Folge der ersten Entleerung des 
Magens gebessert hatte, wurde im Hin- 
blick auf den Réntgenbefund eine Opera- 
tion vorgenommen. 


Da durch fortgesetzte Drainierung ge- 
ringe Mengen von Mageninhalt erhiltlich 
waren, musste man annehmen, dass die 
Entleerung un vollstandig war. Wahrend 
der Operation stellte sich heraus, dass die 
Magenverschlingung fast voéllig reduziert 
war. Eine totale Wiederherstellung nor- 
maler Verhialtnisse wurde durch Zug am 
transversalen Abschnitt des Dickdarms, 
der hinter dem Magen und unterhalb der 
schlaffen linken Zwerchfellkuppel lag, 
erzielt. Verwachsungen zwischen der 
rechten Flexur des Dickdarms und dem 
antralen Magenabschnitt, die als ein un- 
tergeordneter ursdchlicher Faktor ange- 
sehen wurden, wurden gelést. 


SUMARIO 


Um caso de vélvulo mesentérico axial 
agudo do estémago em uma crianca de 3 
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anos é relatado. O diagndéstico foi feito 
exclusivamente por meios roentgenogra- 
ficos, através dos esforgos combinados do 
roentgenologista e do clinico. Este foi o 
primeiro de tais casos observado em 10 
anos e 0 primeiro de sua espécie a ser ob- 
servado no Hopital del Nifio em Lima, 
durante um periodo de 25 anos. 

Radiografias simples do abdémen foram 
tiradas com a crianca em pé e na posi¢ao 
de dectibito dorsal. Elas revelaram uma 
dilatagéo pouco frequente do estémago, 
sugerindo bloqueio do duodeno acima da 
amrola de Vater. O vomito nao continha 
bile. 

Na opiniéo do autor o vélvulo mesen- 
térico axial nestecaso era o resultado de 
aerocolia da porcaéo transversa do colo, 
que, estando em relacéo intima com a por- 
cao antral do corpo do est6mago, provavel- 
mente produziu o voélvulo. A atonia do 
hemidiafragma esquerdo, que inquestiona- 
velmente estava presente, pode ter auxi- 
liado a causa. 

Embora a condicéo da crianga tivesse 
melhorado apés o primeiro esvaziamento 
do estémago, procedeu-se a operacao pela 
evidéncia radioldgica. E ébvio que 0 esva- 
ziamento nao fora completo, uma vez que 
se obtiveram apenas pequenas porcdées do 
contetido gastrico pela drenagem continua. 
Durante a operacao notou-se que o vélvulo 
estava quase completamente reduzido e 
sua reducao foi completada por na 
porcéo transversa do colo, que se encon- 
trava atras do estémago e abaixo do hemi- 
diafragma esquerdo atonico. As aderén- 
cias entre o Angulo direito do colo e a 
porgao antral do estémago, que foram 
consideradas um fator etiolégico impor- 
tante, foram seccionadas. 


RIASSUNTO 


Viene riferito un caso di volvolo acuto 
dello stomaco in un bambino di 3 anni. La 
diagnosi fu fatta esclusivamente con 
lesame radiologico. Questo caso é il primo 
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osservato in 10 anni, e il primo di quel 
tipo nella storia dell’Ospedale dei Bambini 
di Lima. Si fecero dapprima delle stand- 
ard dell’addome col bambino in piedi e in 
decubito dorsale, e si vide un’insolita 
dilatazione dello stomaco che indicava 
un’occlusione del duodeno al di sopra dell’- 
ampolla di Vater (il vomito non era bili- 
are). L’autore ritiene che questo volvolo 
gastrico fosse dovuto ad una aero colia del 
trasverso, che—essendo in rapporto con 
lantro gastrico—pud produrre il volvolo. 
Pud aver avuto importanza anche una 
atonia dell’emidiaframma destro, accer- 
tata all’intervento. Benché le condizioni 
del bambino fossero migliorate dopo un 
primo svuotamento dello stomaco, |’inter- 
vento fu eseguito ugualmente. Lo svuota- 
mento completo, infatti, non era stato 
possibile con la semplice aspirazione con- 
tinua. Durante l’intervento si osservé che 
il volvolo si era quasi completamente 
ridotto, e la riposizione fu completata 
mediante trazione sul trasverso che si tro- 
vava dietro allo stomaco e sotto |’emidia- 
framma sinistro atonico. Furono infine 
sezionate aderenze fra antro gestrico e 
angolo destro del colon, probabile impor- 
tante fattore etiologico. 
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Carrel entered the field of tissue 

transplants, the energy of laboratory 
and clinical workers has been directed 
more and more toward the achievement of 
Carrel’s dream — transplantation of a 
whole organ or a group of organs. From 
being merely an interesting but cumber- 
some exercise in the laboratory, such ex- 
periments have entered the realm of clin- 
ical medicine. The use of substitute organs 
or artificial aids to total function, such as 
the artificial kidney! and the artificial 
heart-lung machine,? have brought mean- 
ing of application to the earlier experi- 
ments of physiologists with isolated 
organs. Although grafts of tissues or tis- 
sue-organs have reached a stage when the 
limitations and indications of such proce- 
dures are widely and correctly appreci- 
ated, similar knowledge has not been 
arrived at with regard to total transplants 
of organ groups. The reliability and use- 
fulness of any such transplant remains a 
completely open question today, but the 
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ultimate success of such transplants seems 
to be not unlikely in the future, at least 
with regard to some of its functions. The 
recent success (although a limited one) 
with kidney transplants has served to en- 
courage workers in the field and in 1953 
in Philadelphia, the first attempts of arti- 
ficial heart-lung transfers were made by 
Bailey and his co-workers* at Hahnemann 
Medical Centre, with partial success. 

The problem of transferring the whole 
heart, together with the lungs, from one 
animal to another presents many problems 
of great complexity, of which only one is 
the cessation of circulation that must fol- 
low during such a transfer in the organ- 
ism. Our researchers with hypothermia 
seemed to provide an answer to this diffi- 
culty; i.e., in the state of hibernation, the 
brain can withstand stoppage of circula- 
tion for much longer periods than at nor- 
mal temperatures. It was argued by us, 
therefore, that if such transfers were to 
take place from one cooled animal to an- 
other and if the time required for such 
transfers did not exceed the average limit 
of safety, it might be possible to obtain 
such transfers without producing any 
cerebral damage. Accordingly, the follow- 
ing experiments were performed. 
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Method and Materials. — Our method 
consisted of removing an intact heart-lung 
preparation whose circulation and econ- 
omy were interdependent and were to- 
gether self-supporting, as it were. Adult 
mongrel dogs were used throughout this 
series. 

Anesthesia was induced with intrave- 
nous sodium pentothal (50 mg. per kilo- 
gram of body weight). Positive pressure 
and hyperventilation with air (48 times 
per minute) were given through an intra- 
tracheal tube, and the animal was im- 
mersed in ice-cold water until the rectal 
temperature, measured by a thermocouple, 
dropped to 26 C. (Hyperventilation mate- 
rially reduces the chances of ventricular 
fibrillation. The details of this technic 
have already been described by us else- 
where.) 

The animal was then strapped on the 
table in the supine position. A transverse 
incision was made across the fifth inter- 
space. The chest was entered through the 
fifth intercostal space, and the sternum 
was sectioned transversely at that level 
after ligation of the internal mammary 
arteries, (This gives excellerit and wide 
access to the entire thoracic cavity.) A 
rib spreader was introduced, and dissec- 
tion was begun in the superior mediasti- 
num. The superior vena cava was freed; 
the pericardium was opened, and the as- 
cending aorta was dissected free from the 
small anterior pad of fat (the coronary 
pad) that hides most of the ascending 
aorta. The inferior vena cava was next 
dissected and a loop placed around it. The 
cardiac lobes of the lungs were dissected 
free from the diaphragm and the plane of 
separation extended in the posterior me- 
diastinum behind the heart and the peri- 
cardium, the heart being lifted up with 
the pericardium and the dissection carried 
up to the root of the lungs and the base of 
the heart. The heart was rotated forward; 
this exposed the bronchial arteries arising 


SEN ET AL.: ISOLATED HEART-LUNG PREPARATION 


Fig. 1—Diagrammatic representation of isolated 
heart-lung. 


from the descending portion of the aorta. 
The bronchial arteries were clamped, li- 
gated and divided between ligatures. The 
azygos vein was likewise ligated and di- 
vided. At this point the stage was set for 
the separation of the heart-lung prepara- 
tion. 

With a timekeeper calling out the min- 
utes, the separation was begun. The venae 
cavae were ligated and divided. A clamp 
was placed across the terminal part of the 
ascending portion of the aorta, blocking 
the left ventricular outflow. One cc, of 1.2 
per cent potassium chloride was then in- 
jected into the left ventricular chamber, 
so that the potassium would perfuse the 
coronary system (this again reduces the 
likelihood of ventricular fibrillation devel- 
oping‘). The aorta was divided between 
the first clamp and another clamp placed 
just distal to it. Lifting up the entire 
heart-lung preparation then made it pos- 
sible to dissect in the natural fascial planes 
of separation, dividing the nerves — the 
vagi, the sympathetic nerves and the 
phrenic nerves—and the entire specimen 
could therefore be mobilized by incision 
of its attachment to the trachea. The in- 
tratracheal tube was then removed and the 
trachea sectioned high in the thorax. The 
entire preparation was then brought out 
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of the thorax and laid on a sterilized towel. 
Another intratracheal tube with a cuff 
was rapidly introduced into the stump of 
the divided trachea. A ligature was passed 
around the soft trachea and tightened on 
the tube to make the attachment more se- 
cure and air tight. The heart continued 
to beat strongly and regularly throughout 
the separation, transfer and extracorporeal 
placement of the heart-lung preparation. 

Although electrocardiographic changes 
are impossible to record accurately during 
the removal, they can be taken after sep- 
aration by direct cardiac leads. Twelve 
such experiments are being reported here. 
We were able to have the extracorporeal 
heart-lung preparation functioning, with 
rhythmic contractions and adequate oxy- 
genation of the coronary system, for vary- 
ing periods—in 1 instance as long as one 
hour. The accompanying table indicates 
the behavior of such specimens. 

The circulation in the specimen takes 
place as follows (Fig. 1): Blood entering 
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from the right atrium and the coronary 
sinus passes from the right ventricle into 
the pulmonary artery, is oxygenated by the 
lungs, returns to the heart by way of the 
pulmonary veins in the left atrium and is 
then pumped out into the aorta by the left 
ventricle, where it enters the coronary 
system and, after perfusing the heart, re- 
turns to the right atrium by the coronary 
sinus and the thebesian veins. 

Behavior of the Isolated Heart-Lung 
Preparation. —While artificial respiration 
is administered 48 times per minute the 
ventilation remains more than adequate, 
and throughout the period of survival the 
specimen, as well as the heart and the cor- 
onary arteries, remains pink. As will be 
seen from the accompanying table, the to- 
tal period of survival varied from nine 
minutes to one hour, but the period of ef- 
fective strong beats averaged around ten 
minutes. In 1 instance effective beats con- 
tinued for as long as twenty-five minutes 
and in 2 dogs up to eighteen minutes, but 


Fig. 2.—Sample electrocardiograms obtained during the experiments. A, intact animal before and 

after freezing (Lead II, normal standardizzation). B, types of rhythm in the isolated specimen (di- 

rect cardiac leads; standardization one-tenth normal. C, bizarre rhythms observed in the isolated 
specimen (direct cardiac leads; standardization one-tenth normal). 
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this was mainly achieved through the 
agency of drugs — calcium, digitalis and 
epinephrine. 

The modality of contractions varied 
greatly. Sinus rhythm was observed but 
occasionally, and in the majority a nodal 
rhythm was present during the greater 
part of the period of survival. Ventricu- 
lar rhythm appeared during the later 
phases, often taking extremely bizarre 
patterns. As a terminal phenomenon, ven- 
tricular fibrillation developed in almost all 
preparations, sometimes preceded by 
tachycardia or flutter. Cardiac atony was 
not encountered in the majority until 
about ten minutes after (the period of ef- 
fective beats) when changes in both 
rhythm and toxicity were evident. Heart 
blocks of various types developed in most 
specimens at this stage. Often the auricles 
kept beating rhythmically even after ven- 
tricular fibrillation had developed and be- 
come irreversible. 

In one specimen (Dog No. 248) ventric- 
ular fibrillation developed during removal 
as the root of the aorta was being dissected 
and clamped. After removal, injection of 
prostigmine and potassium-into the left 
ventricle and cardiac massage did not have 
any effect. However, injection of 1 cc. of 
1/20,000 epinephrine suddenly brought 
back sinus rhythm. This conversion 
seemed to us entirely paradoxical; the 
usual response to the injection of epineph- 
rine into a cold heart in our experience, 
is the development of ventricular fibrilla- 
tion.* 

Since the electrocardiograms (Fig. 2) 
were taken by direct cardiac leads, some 
evidence of injury pattern was seen in al- 
most all tracings, but occasionally this was 
greatly exaggerated during marked eleva- 
tion of the ST segment. Since inversion 
of the T wave is a usual accompaniment of 
deep hypothermia, the changes in the T 
wave could not be regarded as significant, 
but in most specimens the T wave, which 
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Behavior of the Isolated Heart-Lung 


Period of Period of 
Total Period Rhythmic Effective 
pe of Survival, Beats, Beats, 


Beats per Minute 


Minutes Minutes Minutes Mazi Mini 
238 9 8 4 100 7 
240 35 18 100 27 
22 minutes 
after initial 
irregularity 
247 25 20 18 ~ 90 15 
248 11 7 5 65 10 
249 27 18 13 75 10 
250 32 32 1% 100 15 
251 33 33 23 60 15 
252 21 19% 9Y% 100 20 
254 25 14 10 75 15 
260 30 25 25 100 16 
286 60 50 25 75 10 
279 50 40 15 60 10 


had become upright after injection of po- 
tassium into the left ventricle prior to re- 
moval of the specimen, became gradually 
flattened and ultimately inverted as the 
beats in the isolated specimen became 
weaker and the heart grew flabbier. 


COMMENT 


That the isolated heart-lung with the 
coronary circulation intact can survive for 
some time as an independent self-support- 
ing unit outside the body seems evident 
from these experiments. The period of 
survival, however, was relatively short, 
and the period of effective cardiac contrac- 
tions (average ten minutes) was not long 
enough to justify an immediate serious 
trial of the second phase of our undertak- 
ing, namely, actual transfer of a heart- 
lung preparation from one frozen animal 
to another. Most of the time required for 
this transfer would be expended on thé 
anastomosis of the three great vessels— 
the two venae cavae and the ascending 
aorta. Although a rapid anastomosis can 
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be devised with either an indwelling plas- 
tic tube or a glass tube, such procedures 
would have only temporary value, The 
system will have to be heparinized before 
any such step is undertaken, and that 
would further complicate the technical 
problems involved. We are therefore en- 
gaged now in trying to increase the time 
of survival and, in addition, the span of 
effective cardiac beats in such a specimen. 
It has occurred to us that the heart-lung 
. preparation is an extremely unbalanced 
system as far as the two sides of the cir- 
culation are concerned—the left side being 
restricted entirely to the small coronary 
circulation and the right (pulmonary) 
side remaining unimpaired in extent and 


volume. As the left ventricular contrac-. 


tions pump the blood out through the cor- 
onary circulation to the right side, it tends 
gradually to get lost in the large pulmo- 
nary bed, and since the vis-a-tergo situa- 
tion created by the negative suction within 
the thorax is missing, the venous return 
from the lung and the pulmonary veins to 
the left atrium is also gradually dimin- 
ished and continues to fall. This leads to 
‘the development of a vicious circle by 
which less and less blood is pumped out 
of the left ventricle into the coronary cir- 
culation. and more and more blood pools 
on the right as less and less blood arrives 
from the lung to the left atrium by way of 
the pulmonary veins. Such a state of af- 
fairs would ultimately lead to anemic 
myocardial anoxia, cardiac atony and ven- 
tricular fibrillation. In order to overcome 
this difficulty we have tried to reduce the 
size of the pulmonary vascular bed by 
clamping one of the pulmonary arteries 
and injecting small amounts of physiologic 
solution of sodium chloride into the left 
ventricle. This was done in the last 3 ex- 
periments of this series. The survival 
time in these 3 was much longer than the 
average. 

Not only is it necessary that such an 
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isolated heart should continue to contract 


powerfully during the period of transfer, 
but at the end of transfer it should be able 
to take on the larger load of normal cir- 
culation. The disparity between coronary 
circulation and the entire left-sided circu- 
latory volume and resistance that the left 
ventricle has usually to deal with is so 
great that it may be necessary to bring 
about such a change of pressures gradu- 
ally. This and many other technical and 
physiologic complexities have to be solved 
before heart-lung transplantation is gen- 
erally feasible. In any case, the possibility 
of such transplants does not appear to be 
too distant in the future. 


SUMMARY 


A preliminary exercise in homologous 
heart-lung transplant in the hypothermic 
animal, namely, the isolation of a self- 
supporting heart-lung preparation, is de- 
scribed. The data on 12 consecutive ex- 


periments are presented. The total period 
of survival of the isolated heart-lung va- 
ried from nine to sixty minutes. The be- 
havior and the electrocardiographic pat- 
terns of the isolated specimens are 


discussed. Introduction of physiologic 
solution of sodium chloride into the left 
ventricle and the clamping of one pulmo- 
nary artery appeared to increase the effec- 
tive functional life of such specimens. 


ZUSAM MENFASSUNG 


Es wird iiber vorlaufige Versuche am 
homologen Herzlungentransplantat bei 
Tieren mit unternormalen Temperaturen, 
d.h. iiber die Isolierung eines sich selbst 
erhaltenden Herzlungenpraparates be- 
richtet. Es liegen die Daten iiber zwolf 
aufeinander folgende Versuche vor. Die 
gesamte Uberlebenszeit des isolierten 
Herzlungenpraparats schwankte zwischen 
neun und sechzig Minuten. Das Verhalten 
und die elektrokardiographischen Kurven 
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der isolierten Préparate werden erértert. 
Es zeigte sich, dass die Einfiihrung von 
physiologischer Kochsalzlésung in die linke 
Herzkammer und die Abklemmung einer 
Lungenarterie das leistungsfahige funk- 
tionelie Leben solcher Praparate erhdhte. 


RIASSUNTO 


Viene descritto il tempo preliminare del 
trapianto omologo cuore-polmone nell’ani- 
male ibernato, e cioé l’isolamento di un 
preparato autosufficiente di cuore-polmone. 
L’esperimento é stato ripetuto 12 volte; 
il periodo totale di sopravvivenza del 
cuore-polmone isolato varia da 9 a 60 mi- 
nuti. Vengono discussi il comportamento 
e i quadri elettrocardiografici della prepa- 
razione. Sembra che il periodo di soprav- 
vivenza possa aumentare se si introduce 
soluzione fisiologica nel ventricolo sinistro 
e si chiude una delle arterie polmonari. 


RESUME 


L’auteur décrit une expérience prélimi- 


naire de greffe homologue de coeur-pou- 
mon chez un animal en hyperthermie, 4 
savoir l’isolation d’une préparation indé- 
pendante de coeur-poumon. Les données 
de 12 expériences consécutives sont pré- 
sentées. 


La durée totale de survie du 


Varicose veins are the result of an improper selection of grandparents. One can 


SEN ET AL.: ISOLATED HEART-LUNG PREPARATION 


coeur-poumon isolé a varié entre 9 et 60 
minutes. Le comportement ainsi ques les 
courbes électrocardiographiques des spéci- 
mens isolés sont discutés. L’introduction 
d’une solution physiologique de chlorure 
de sodium dans le ventricule gauche, et le 
clampage d’une artére pulmonaire ont 
montré une augmentation de la vie fonc- 
tionnelle des spécimens décrits. 
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get along with a few ounces of kidney and less liver. The liver is comparatively 


harmless and useless. It was put in merely for packing purposes. 
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The Newer Types of Cardiac Investigation 
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HERE are a number of cardiac ab- 
normattis that can be diagnosed 

with comparative ease by simple clin- 
ical methods, without recourse to special 
studies. Some of these are patent ductus 
arteriosus, vascular ring, mitral stenosis 
and even the tetralogy of Fallot. Special 
diagnostic procedures nevertheless have 
their place in evaluation of cardiac status, 
particularly when cardiac surgical inter- 
vention is contemplated. 


The cardiac lesions amenable to surgical | 


treatment are as follows: patent ductus 
arteriosus; coarctation of the aorta; vas- 
cular ring; the tetralogy of Fallot (and 
other congenital cyanotic cardiac condi- 
tions) ; mitral stenosis; pulmonary steno- 
sis; constrictive pericarditis; auricular 
septal defects, and transposition of the 
great vessels. 

The newer types of cardiac investiga- 
tion are (1) cardiac catheterization, (2) 
angiocardiographic investigation, (3) 
electrocardiographic study, (4) roentgen 
and fluoroscopic examination and (5) spe- 
cial laboratory tests. 

1. Cardiac catheterization is particu- 
larly important in the diagnosis of congen- 
ital heart disease, and it is really a 
physiologic tool in the solving of various 
problems. During the procedure the fol- 
lowing points should be remembered: 

a. The catheter should be removed only 
under fluoroscopic guidance. 

b. Pressures should be recorded from 
the chambers of the heart and great ves- 
sels. The normal blood pressure in the 
right auricle is plus 5 to minus 5 mm. of 
mercury; in the right ventricle it is 25 
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mm. of mercury, and the pressure in the 
pulmonary artery in millimeters of mer- 
cury is said to be 25 systolic and 10 dias- 
tolic. Deviations of pressure indicate 
hemodynamic disturbances caused by con- 
genital or acquired heart disease; for ex- 
ample, a typical M-shaped auricular 
tracing is associated with constrictive peri- 
carditis. In the presence of pure pulmo- 
nary stenosis the pressure in the right 
ventricle goes higher than the systemic 
pressure. The pressure in the pulmonary 
artery is raised to a very high level in 
cases of pure pulmonary hypertension. 

c. The oxygen content of the blood in 
the various chambers of the heart, the 
superior and inferior vena cava, the pul- 
monary artery and the aorta should be 
determined. Van Slyke’s blood gas appa- 
ratus or Beckman’s oximeter may be used 
for gas analysis. Normally the venous 
blood does not mix well until it has reached 
the right ventricle, and there is little dif- 
ference in the oxygen content of the blood 
in the superior vena cava, the right 
atrium, the right ventricle and the pulmo- 
nary artery. If there is a defect between 
the two auricles the oxygen content of the 
right auricular blood may be significantly 
higher than that of the blood in the supe- 
rior vena cava. If there is a ventricular 
septal defect the oxygen content of the 
blood in the right ventricle is higher than 
that of the blood in the right auricle. In 
the presence of patent ductus arteriosus 
the oxygen content of pulmonary arterial 
blood will exceed that of the right ven- 
tricular blood. 

d. The volume of blood flowing through 
the various portions of the circulatory tree 
and the intracardiac and extracardiac 
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shunts may be calculated from the oxygen 
uptake in the lungs. 

e. Roentgenographic determination of 
the position of the catheter adds some in- 
formation toward the final diagnosis. For 
example, the catheter may pass through an 
overriding aorta into the arch, or through 
the ductus into the descending portion of 
the aorta. In the presence of an atrial] sep- 
tal defect the catheter may pass through 
the defect into the left atrium and the pul- 
monary veins. 

f..Selective angiocardiographic study 
may be done by injecting diodrast through 
the catheter into the heart so as to visual- 
ize the various chambers and the great 
vessels. 

g. Intracardiac electrocardiographic ob- 
servations add to the diagnostic data. 

When employed for diagnosis of a con- 
genital anomaly, catheterization of the 
heart yields more information about a cy- 
anotic than about a noncyanotic condition. 
In patients with cyanotic congenital car- 
diac malformations, the principal aim of 
catheterization is usually to determine the 
pressure in the pulmonary artery and in 
the cardiac chambers. 

Cardiac catheterization gives little or no 
information concerning the left side of the 
heart. 

2. Angiocardiographic investigation is 
another procedure for the study of mal- 
formed heart. It reveals the following 
signs: 

a. Right to left shunts, as in cases of 
atrial septal defect. 

b. Simultaneous opacification of the 
aorta whenever this great vessel overrides 
the ventricular septal defect, as in Eisen- 
menger’s complex. 

c. Lingering of the contrast medium in 
the pulmonary arterial segment and in the 
right ventricle in the presence of pure pul- 
monary stenosis. 

Selective angiocardiographic study is 
another diagnostic procedure, already de- 
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scribed. The aortogram and retrograde 
aortogram, if successful, provide data as 
to the position of constrictions if coarcta- 
tion of the aorta is present; they also in- 
dicate the presence of atypical ductus 
arteriosus. 

3. The electrocardiogram is another use- 
ful adjunct, especially since the advent of 
the precordial and unipolar limb leads. It 
offers proof of dextrocardia and of the 
anomalous origin of the left coronary ar- 
tery from the pulmonary artery. It indi- 
cates the relative thickness of the two ven- 
tricles and gives a clue as to the nutritional 
state of the myocardium. ‘“P-pulmonale” 
is diagnostic of cor pulmonale. A left axis 
deviation in a patient with persistent 
cyanosis is always suggestive of tricuspid 
atresia combined with defective develop- 
ment of the right ventricle. A wide, 
notched P wave is highly suggestive of left 
auricular enlargement. The electrocardio- 
gram is an aid also in proving that com- 
plete heart block is present. 

4. Roentgen and fluoroscopic examina- 
tions reveal changes in size and contour of 
the heart and great vessels. It is essential 
to study the shape of the heart in the ante- 
roposterior position and in both left and 
right oblique positions. In the anteropos- 
terior the combined size of the two ven- 
tricles, the presence, absence or fullness of 
the pulmonary conus and the size of the 
pulmonary artery are readily seen. A con- 
cave curve at the base of the heart to the 
left of the sternum indicates that the pul- 
monary artery is small, absent or mis- 
placed. Examination in the left anterior 
oblique position shows the relative size of 
the ventricles and provides a good view of 
the ascending aorta and the aortic and 
pulmonary windows. Examination of the 
heart in the right anterior oblique position 
offers evidence of the course of the aorta 
and the size of the left auricle. An enlarged 
left auricle causes backward displacement 
of the barium-filled esophagus. Pulsations 
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in the lung fields, when present, are indica- 
tive of excessive blood flow to the lungs. 

5. Special laboratory tests to estimate 
the fall or increase in oxygen consumption 
per liter of ventilation are helpful in dif- 
ferentiating the tetralogy of Fallot from 
Eisenmenger’s complex. The hemoglobin 
level, the hematocrit reading and the 
erythrocyte count supply clues to the pro- 
gressive nature of cyanosis in cyanotic 
children. 

Mention will now be made of some of 
the cardiac lesions that are amenable to 
surgical treatment, and of their diagnos- 
tic features. 


Patent Ductus Arteriosus.—The diag- 
nosis is not difficult when the typical sign 


is present, i.e., a continuous murmur with — 


late systolic and early diastolic accentua- 
tion. The existence of left axis deviation 
is diagnostic, because in practically all 
other conditions associated with a large 
pulmonary artery there is right axis de- 
viation. The roentgenogram shows en- 
largement of the pulmonary and aortic 
knobs, with pulsations in the hilum so 
strong as to suggest a hilar dance. Cathe- 
terization of the heart will show a rise of 
normal pressures in the right atrium, 
right ventricle and pulmonary artery 
whenever there is an increase of resistance 
in the pulmonary vessels. There is a sig- 
nificant increase in the oxygen content of 
the blood in the pulmonary artery. The 
pulmonary flow is higher than the sys- 
temic flow. The angiocardiogram revea!s 
the patency either as a filling defect or as 
reopacification of the pulmonary artery at 
the time when only the left ventricle and 
aorta are visualized. In questionable cases 
the retrograde aortogram will show the 
filling of the pulmonary artery through 
the ductus. ~ 

In the condition called “reversed duc- 
tus” the pulmonary arterial pressure is so 
high that blood flows from the pulmonary 
artery to the aorta. Consequently, cyanosis 
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of the feet will increase. The electrocar- 
diogram shows right axis deviation and 
right ventricular hypertrophy. Ligation 
of the ductus is contraindicated in the 
presence of this anomaly. 

Coarctation of the Aorta.—The diagno- 
sis is based upon the observation of a 
strong pulse in the upper limbs, combined 
with weak or absent pulsation in the legs 
and pulsations over the collateral vessels, 
which are usually in the interscapular 
area. The roentgenogram will show notch- 
ing of the ribs. This sign is seldom seen 
in patients under 12 years old. 

As coarctation may occur in unusual 
sites, it is important to identify the site of 
coarctation, prior to operation, by means 
of an aortogram. The optimum age for 
operation is between 6 and 20 years. The 
procedure will be more beneficial if the 
aorta is allowed to approach its adult size. 


An additional malformation such as 
aortic insufficiency, is usually an added in- 
dication for surgical intervention. Symp- 
tomless patients are better left alone. I 
have 1 patient, a man aged 42, attending 
the outpatient department, with all the 
signs of coarctation of aorta but in no 
need of surgical treatment. 

Vascular Ring.—A vascular ring about 
the trachea and the esophagus may be 
composed of several remnants of the em- 
bryonic arch system. The commonest type 
is the double aortic arch. Roentgen exam- 
ination of the trachea and the barium- 
filled esophagus is the most important 
diagnostic step in the case of a child with 
this abnormality. Occasionally, instilla- 
tion of lipiodol into the trachea or, rarely, 
angiocardiographic investigation may be 
necessary. Early operation, with excision 
of the constricting vessels, is advocated. 

Tetralogy of Fallot. — This condition 
ranks next to patent ductus arteriosus. 
The diagnosis is based on the typical clin- 
ical signs: cyanosis, clubbing, a heart of 
normal size, a basal systolic murmur and 
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a pure second sound. The electrocardio- 
gram shows left: axis deviation. In the 
roentgenogram the normal fullness of the 
pulmonary conus is absent; the lung fields 
are clear. Fluoroscopic study reveals no 
pulsations at the hilum. Factors influenc- 
ing the selection of patients for operation 
are (1) the age and size of the patient; 
(2) the severity of anoxemia, and (3) the 
erythrocyte count, the hemoglobin level 
and the hematocrit reading. 

The optimum age is between 8 and 14 
years. Attacks of dyspnea are common in 
infants with this condition, particularly 
those between 4 and 18 months of age. 
Prolonged syncope at any age indicates 
surgical intervention. 

The degree of incapacity varies greatly. 
It is surprising to see children with the 
tetralogy of Fallot walk about with an 
oxygen saturation level of about 50 per 
cent. Oxygen saturation below 30 per cent 
is a cause for grave concern. If the red 
blood cell count is between 8,000,000 and 
10,000,000 per cubic millimeter or the he- 
matocrit reading between 70 and 80, the 
child is in great danger of cerebral throm- 
bosis and needs immediate surgical inter- 
vention. Since dehydration increases the 
danger of thrombosis, a child with a high 
erythrocyte count should be given 114 to 2 
quarts of liquid per day prior to the oper- 
ation. Blalock-Taussig or Potts anastomo- 
sis is the treatment of choice. 

There are two other conditions that pre- 
sent more or less the same clinical picture 
as does the tetralogy of Fallot: (1) pure 
pulmonary stenosis with a patent foramen 
ovale and (2) tricuspid atresia with pul- 
monary stenosis. Catheterization of the 
heart will help to differentiate these con- 
ditions. An additional point to remember 
is that left axis deviation is present in 
cases of tricuspid atresia. Angiocardio- 
graphic study will not help in the differen- 
tial diagnosis of these conditions. 

The Blalock-Taussig or Potts anastomo- 
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sis is designed to increase the circulation 
to the lungs. It should be beneficial, there- 
fore, to any patient whose primary diffi- 
culty is lack of adequate pulmonary blood 
flow, provided the structure of the heart 
is such that it can adjust to the altered 
circulation. 

Pure Pulmonary Stenosis.—This condi- 
tion is also amenable to surgical correc- 
tion. Its diagnosis is based-on the follow- 
ing data: The heart is enlarged to the 
right; there is a systolic murmur, with a 
thrill in the pulmonary area. The second 
sound is weak or absent. The roentgeno- 
gram shows decreased vascularity of the 
lung and poststenotic dilatation of the 
pulmonary artery in the valvular type of 
pulmonary stenosis. 

Evidence of right ventricular hyper- 
trophy and right auricular enlargement is 
apparent in the electrocardiogram. The 
patient complains of dyspnea on exertion 
and shows minimal cyanosis. Cardiac 
catheterization may have to be done in 
some “problem” cases. In the presence of 
pure pulmonary stenosis the results of 
catheterization will be as follows: 

1. High right ventricular pressure, 
varying in millimeters of mercury, from 
65 systolic and 5 diastolic to 190 systolic 
and 0 diastolic. 

2. Normal or low pressure in the pulmo- 
nary artery, varying, in millimeters of 
mercury, from 12 systolic and 0 diastolic 
to 20 systolic and 14 diastolic. 

3. High atrial waves in pressure trac- 
ings of the right atrium. 

Indications for operation are (1) right 
ventricular pressure as high as systemic 
pressure, or higher; (2) progressive en- 
largement of the heart; (3) a right ven- 
tricular. “strain pattern” in the electro- 
cardiogram, and (4) increasing dyspnea 
and cyanosis. For pure pulmonary steno- 
sis the procedure of choice is valvulotomy 
followed by dilation, according to Brock. 
For infundibular stenosis, infundibulec- 


> ‘ 
a 
ie 


JOURNAL OF THE INTERNATIONAL COLLEGE OF SURGEONS 


tomy is being tried. The Blalock-Taussig 
anastomosis is contraindicated for this 
condition. 

Mitral Stenosis.—The successful treat- 
ment of mitral stenosis is one of the recent 
conquests of cardiac surgery. The diag- 
nosis is based largely on the results of aus- 
cultation—a diastolic presystolic rumble in 
the mitral area, with a presystolic thrill. 
The roentgenogram shows a typical mitral 
configuration. Candidates for operation 
are patients with moderate mitral regur- 
gitation or none, with no evidence of left 
ventricular enlargement and no aortic or 
tricuspid defects. The best results are ob- 
tained in patients between the ages of 20 
and 45 years, who may present paroxysmal 
attacks of dyspnea, pulmonary edema or 
. hemoptysis. 

Intractable failure of the right side of 
the heart, rheumatic activity, bacterial 
endocarditis and severe pulmonary arte- 
riosclerosis are definite contraindications 
to mitral volvulotomy. 

Catheterization of the right side of the 
heart may supply evidence of failure or 
pulmonary arteriosclerosis. Clinical and 
laboratory data usually indicate the exist- 
ence of other valvular defects, rheumatic 
carditis or bacterial endocarditis. 


Constrictive Pericarditis. — Most pa- 
tients with this condition need surgical 
intervention. The diagnosis of this condi- 
tion is difficult. The clinical picture of 
superior and inferior caval compression 
should be looked for. Diffuse constrictive 
pericarditis should be differentiated from 
rheumatic heart disease with mitral and 
tricuspid stenosis. In case of doubt, car- 
diac catheterization will reveal high ve- 
nous pressure in the superior vena cava 
and normal or low pressure in the right 
auricle when the predominant constriction 
is around the vena cava. High venous and 
right atrial pressures with low right ven- 
tricular pressure indicate compression of 
the right atrium. High pressures in the 
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right ventricle and the pulmonary artery 
indicate constriction of the left side of the 


_ heart. Interesting data may be obtained 
by pneumomediastinum. 


Tubercular Pericarditis.—Operation for 
this disease may well be undertaken at the 
time of effusion and before organization 
of the exudate. 


SUMMARY 


Various modern methods of investigat- 
ing cardiac abnormalities are outlined, 
including cardiac catheterization, angio- 
cardiographic procedures, the taking of 
electrocardiograms, roentgen and fluoro- 
scopic examination and certain laboratory 
tests, such as estimation of the increase or 
decrease of oxygen consumption per liter 
of ventilation. Although several cardiac 
diseases, including patent ductus arte- 
riosus, vascular ring, mitral stenosis and 
even the tetralogy of Fallot, can be diag- 
nosed by simple clinical methods, the new 
procedures have their place in evaluation 
of the status of the heart, especially when 
a cardiac operation is contemplated. 

Cardiac lesions amenable to surgical 
therapy are patent ductus arteriosus, co- 
arctation of the aorta, vascular ring, the 
tetralogy of Fallot (and other congenital 
cyanotic conditions), mitral stenosis, pul- 
monary stenosis, constrictive pericarditis, 
auricular septal defects and transposition 
of the great vessels. The indications for 
operation are presented, with comments 
on the suitable technics to be used in the 
presence of various cardiac pathologic 
conditions. 


RIASSUNTO 


Vengono descritti i moderni metodi di 
indagine cardiologica, e cioé il cateterismo 
cardiaco, l’angiocardiografia, l’elettrocar- 
diografia, l’radioscopia e la radiografia e 
alecuni test di laboratorio come la valuta- 
zione del consumo di ossigeno. Mentre 
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alcune gravi affezioni cardiache, quali la 
pervieta del dotto arterioso, l’anello vasco- 
lare, la stenosi mitralica e la tetralogia di 
Fallot possono essere diagnosticate clini- 
camente, i nuovi metodi consentono di 
valutare lo stato del cuore sopratutto 
quando si deve procedere ad un intervento 
cardiaco. 

Le lesioni cardiache passibili di terapia 
chirurgica sono il dotto arterioso pervio, la 
coartazione dell’aorta, l’anello vascolare, 
la tetralogia di Fallot e le altre cianosi con- 
genite, la stenosi mitralica, la stenosi pol- 
monare, la pericardite costrittiva, la per- 
vieta del setto auricolare, la trasposizione 
dei grandi vasi. Vengono elencate le indi- 
cazioni a questi interventi e le tecniche pit 
appropriate. 


ZUSAM MENFASSUNG 


Es werden verschiedene Methoden der 
Untersuchung von Herzanomalien be- 
schrieben. Dazu gehéren die Katheterisie- 
rung des Herzens, die Angiokardiographie, 
die Elektrokardiographie, die Réntgenun- 
tersuchung des Herzens und gewisse Labo- 
ratoriumsuntersuchungen wie die Ab- 
schatzung des Anstiegs oder’des Abfalls 
des Sauerstoffverbrauchs pro Liter ein- 
geatmeter Luft. Wenn auch manche Herz- 
erkrankungen einschliesslich des offenen 
Ductus Botalli, der Verengung der grossen 
Gefisse, der Mitralstenose und sogar der 
Fallotschen Tetralogie mit einfachen kli- 
nischen Untersuchungen erkannt werden 
k6énnen, so haben doch die neuen Methoden 
ihren Platz in der Auswertung des Herz- 
zustandes, besonders wenn ein operativer 
Eingriff am Herzen in Erwagung gezogen 
wird. 
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Zu den Herzerkrankungen, die chirur- 
gischer Behandlung zuginglich sind, ge- 
héren der offene Ductus Botalli, die Einen- 
gung der Aorta, die Fallotsche Tetralogie 
(und andere angeborene zyanotische Zu- 
stinde), die Mitralstenose, die Pulmonal- 
stenose, die verengernde Perikarditis, 
Defekte des Vorhofsseptums und die 
Transposition der grossen Gefisse. Die 
Indikationen zur Operation werden ange- 
geben, und auf die bei verschiedenen Herz- 
erkrankungen geeigneten und anwend- 
baren Techniken wird eingegangen. 


RESUME 


L’auteur passe en revue diverses métho- 
des modernes de diagnostic des anomalies 
cardiaques, y compris le cathétérisme, 
l’angiocardiographie, |’électrocardiogram- 
me, l’examen radiologique et fluoroscopi- 
que, et certains examens de laboratoire. 
Bien que plusieurs affections cardiaques 
puissent étre diagnostiquées par les seules 
méthodes cliniques, les nouvelles tech- 
niques ont leur place dans |’évaluation du 
status cardiaque, surtout dans |’éventu- 
alité d’une opération. Les affections car- 
diaques du ressort de la chirurgie sont 
entre autres: un canal de Botal net, le 
rétrécissement aortique, la tétralogie de 
Fallot (ainsi que d’autres états cyanotiques 
congénitaux), la sténose mitrale, la sténose 
pulmonaire, la péricardite constrictive, les 
lésions auriculaires septiques, la transpo- 
sition viscérale, Les indications opéra- 
toires sont présentées et les meilleures 
techniques a utiliser en présence des dif- 
férentes lésions cardiaques sont commen- 
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ally, with additions and corrections 

made by various surgeons. Some- 
times a new technic is chiefly suited to the 
surgeon who devises it; sometimes the 
new technic, or modifications of it, will be 
useful to many. We wish to describe our 
experience with the lower pole approach 
to kidney stones as described by Lowsley 
and Kirwin, with several modifications of 
our own, in order that others may try this 
method. 

There are difficulties in both the classic 
nephrolithotomy and the classic pyelo- 
lithotomy approach. The chief of these is 
hemorrhage. The long incision in the renal 
cortex, whether the surgeon finds the so- 
called bloodless line or not, leads to con- 
siderable bleeding during the operation 
unless great care is given to compression 
of the renal vessels by the assistant’s fin- 
gers or, more effectively, by a soft rubber 
catheter tourniquet. While hemorrhage 
may not be a problem during pyelolithot- 
omy in an extrarenal type of pelvis, it is 
likely to be more troublesome in the intra- 
renal type during removal of the stone or 
by the pressure of drainage tube. 

The danger from postoperative hemor- 
rhage seemed to be real in cases in which 
the classic nephrolithotomy was done, as 
well as in some cases of pyelolithotomy. 


Nien surgical technics develop gradu- 
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We were looking, therefore, for a better 
approach and a better method of closure. 

Lower Pole Approach with Ribbon Gut 
Closure.—We arrived at this in the lower 
pole approach described first by Lowsley. 
Essentially, the approach is similar to that 
of the classic nephrolithotomy except that 
the incision is short and is made opposite 
the lower pole calyx. Sometimes the pas- 
sage between the calyx and the pelvis 
needs to be dilated to some extent. Stones 
in the lower pole calyx, anywhere in the 
pelvis, and in the upper calyces can all be 
reached, loosened and delivered to a point 
in the pelvis where they can be lifted out 
through the incision with an Allis forceps. 

To make sure that the incision is being 
made in the right place, one has only to 
refer to a good intravenous or retrograde 
pyelogram. One must be careful also to 
direct the knife, the dilating clamp and 
the finger in the direction of the calyx and 
the renal pelvis rather than beside it. If 
the stone is a very large one, we consider 
it better to use this small incision, to free 
the stone if possible with the finger and 
then to enlarge the incision slightly at the 
time of removal of the stone already freed. 
This leads to less damage to the kidney 
and less hemorrhage, 

Although either the operating surgeon 
or the assistant compresses the renal ves- 
sels while the small incision is made, this 
compression can be removed as soon as the 
finger is inserted into the opening, for 
pressure of the examining finger prevents 
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quite a bit of hemorrhage. On the other 
hand, we think it wise to compress the 
hilar vessels again during removal of the 
stone with the forceps. This can be done 
with the same fingers which stabilize the 
stone in the lower renal pelvis, keeping it 
from slipping back into a position where 
the forceps may not reach it. 

The second feature of the Lowsley and 
Kirwin operation included two points: (1) 
the use of ribbon gut to close the incision 
in the kidney, and (2) the use of fat in 
the line of incision instead of muscle, 
which had been used by many surgeons. 

First Modification: Fascia Instead of 
Ribbon Gut.—Dr. Lowsley used ribbon 
catgut. Since we had none available, our 
first modification was to use strips of fas- 
cia from the edge of the incision in the 
external oblique aponeurosis. 

This worked well except for one defect. 
The intimate capsule of the kidney tends 
to tear easily and also to strip. The Lows- 
ley technic of drawing the incision to- 
gether with a broad suture had a great 
advantage over previous methods of su- 
ture, viz., a mattress stitch that included 
a segment of the kidney itself. As Lowsley 
pointed out, this type of suture always led 
to necrosis of the portion of renal tissue 
included in the mattress stitch. 

Our experience agreed with that of 
Lowsley and Kirwin in that a bit of fat 
tissue placed in the line of incision at the 
time of tying the sutures produced rapid 
and effective hemostasis. Fat from the 
fatty capsule is much more easily avail- 
able than muscle, although both are ex- 
posed in this operation. Taking a piece of 
fat from the fatty capsule for this purpose, 
however, led us to our next important 
modification in the Lowsley technic. 

Second Modification: Use of Fatty Cap- 
sule in Closure.—With the lower pole 
calyx approach for kidney stone it is not 
necessary to expose much of the kidney. 
This led us to question: “Why is it neces- 
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sary to strip off or separate the fatty cap- 
sule and to see more than a very small area 
of the intimate capsule of the kidney?” 
Actually, our first reason for not separat- 
ing the fatty capsule was that the closure 
is more easy and effectual if the fatty 
capsule is left in place and the sutures are 
placed through fatty capsule and intimate 
capsule together on each side of the inci- 
sion. This eliminated the tearing of the 
intimate capsule we had encountered with 
the use of fascia as a substitute for ribbon 
gut. 

We then found that neither ribbon gut 
nor fascia was necessary, because if the 
fatty capsule and the intimate capsule 
were brought together with two or three 
sutures of fine catgut we had the advan- 
tage of both parts of the Lowsley technic, 
namely, a closure that did not damage the 
renal substance and very good hemostasis 
from the use of fat in the line of incision; 
and, in this modification, the fat was not 
a separate piece, but the living fat tissue 
of the fatty capsule. (Use of fat for hemo- 
stasis in the renal wound has also been 
described by others.) 

Third Modification: Fatty Capsule Left 
Intact.—Our present technic, therefore, is 
to enter the outer capsule of the renal 
fossa through a small incision that can be 
enlarged to expose the fatty capsule of the 
kidney and then to mobilize the kidney by 
simple separation with the fingers in the 
planes of the loose areolar tissue outside 
the main fatty capsule. One can thus pal- 
pate the kidney, the renal pelvis and the 
ureter without complete exposure of any 
one of them. The lower part of the fatty 
capsule of the kidney has an extension on 
which one can exert a small amount of re- 
traction, and this will not tear if one is 
careful. 


The fatty capsule is opened only to pro- 
duce a bare area of kidney about 1 by 4 
inch (2.5 by 9.1 cm.). In the center of this 
the incision is made. 
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We are now convinced that there is a 
value in not stripping off the fatty capsule 
from the kidney. If one examines the sur- 
face of a kidney that has been fully ex- 
posed in its intimate capsule, one finds that 
the surface is moist and tends to bleed 
easily throughout the operation in which 
the kidney is being handled. There is al- 
ways a residue of some blood after a 
nephrostomy, and in our opinion, if this 
blood remains around the intimate capsule, 
it inevitably leads to some diffuse scar for- 
mation. If there is to be some scar forma- 
tion after an operation for stone, it should 
be safer to have the scar outside the fatty 
capsule rather than surrounding the ex- 
posed kidney or the exposed renal pelvis. 
One can understand this idea by remem- 
bering the experiment for the production 
of hypertension in an animal by fully ex- 
posing a kidney and surrounding it with 
cellophane. Scar formation occurs by cel- 
lophane perinephritis. When the scar con- 
tracts the kidney is constricted. 

A person in whom stones have formed 
once is likely to have stones again. If one 
is to be able to operate safely and more 
than once on a kidney, that kidney and its 
function must be damaged as little as pos- 
sible by the operation used for removal of 
a stone. Internal damage can be cut down 
by not delaying removal of the stone and 
thus obviating the damage from pressure 
on the mucosal lining of the calyx or the 
renal pelvis. Damage to the outside of the 
kidney and to its function can be mini- 
mized by leaving the fatty capsule in place, 
and by a method of closure that does 
not put sutures in the kidney itself but 
only in a small part of the capsule. 

Drainage Catheter.—A variety of cathe- 
ters are available for use after nephro- 
lithotomy. We have not found it necessary 
to use the type of catheter that includes 
an extension to pass down the ureter. We 
consider this-inadvisable and unnecessary 
unless the tube is needed as a splint for an 
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operation on the ureter or the uretero- 
pelvic juncture. We have found most use- 
ful a soft yellow rubber catheter of the 
“female” length, with one opening on the 
side and another at the tip. If one opening 
is closed with blood clot, the other will 
usually function. We do not favor the use 
of a self-retention catheter, because of the 
damage to the renal cortex produced by 
removal of such a catheter. The catheter 
is anchored in correct relation to the renal 
pelvis by tying one of the sutures used for 
the closure of the fatty and intimate cap- 
sules around the catheter. The encircling 
suture should have an optimium tension, 
in order to avoid narrowing of the lumen 
or disturbance of the catheter inside the 
kidney while the patient changes position. 

The outer end of the catheter should be 
anchored to the skin at the end of the 
lumbar incision, so that the weight of the 
connecting tube will not tend to drag on 
the drainage catheter. 

Roentgen Check-Up.—A new addition 
to our technic that we consider valuable is 
a roentgen check-up before the nephrosto- 
my catheter is removed. The catheter is 
ready for removal when the draining 
urine is clear, i.e., seven to ten days after 
the operation, and the catgut stitch has 
been digested or at least become loose. 
Once or twice we observed urine draining 
for quite a long time from the nephrosto- 
my wound rather than going down through 
the ureter. This was corrected by passing 
a retrograde ureteric catheter and disturb- 
ing débris which had collected at the upper 
end of the ureter. It is possible, however, 
to predict how the urine will flow after the 
catheter is removed by introducing about 
10 cc. of a radiopaque dye into the neph- 
rostomy catheter. A roentgen plate taken 
with the patient in the upright position 
while this is being introduced will demon- 
strate the patency or nonpatency of the 
ureter. 

Postoperative Care.—The loss of blood, 
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if any, is made up by blood transfusion 
during or immediately after the operation. 
Administration of intravenous saline and 
dextrose is continued, together with con- 
tinuous intragastric suction and suitable 
doses of morphine at four-hour intervals, 
until normal bowel sounds are heard, indi- 
cating that the disturbance to the peri- 
toneum (even though the operation was 
outside the peritoneum) has passed. Re- 
moval of saline and suction tubes is usu- 
ally possible within twenty-four hours. 
Ambulation is begun within twenty-four 
hours. Adequate antibiotics are given, de- 
pending on the organisms cultured from 
the urine preoperatively. Antibiotics are 
usually instituted from the day previous 
to the operation. 

Our experience is based on the study of 
27 cases of renal calculi operated upon by 
us during the five years from January 
1949 to January 1955. Stones were in the 
upper right calyx in 3 cases. In 3 the 
stones were in the middle calyx on the 
left side. In 8 the stones were lodged in the 
lower calyx, 3 of which were on the left 
side. In 1 case the stones had re-formed 
after a previous operation on the same 
kidney four years before. Nephrolithoto- 
my by our modified technic was satisfac- 
tory and very little bleeding was encoun- 
tered at the time of the operation. In 7 
cases the calculi were lodged in the pelvis 
of the kidney, and 4 of the latter were in 
the left renal pelvis. The stones were bi- 
laterally placed in 2 patients. There was 
a large staghorn calculus with 12 other 
stones distributed in the right renal pelvis 
and the calyces in one patient. In 2 pa- 
tients the left kidney showed moderate 
hydronephrosis due to lodgement of the 
stones in the ureteroplevic juncture. In all 
cases in which the stones were situated in 
the calyces the portion distal to the stones 
showed varying degrees of dilatation. 

In all patients the urine showed evi- 
dence of infection. The average duration 
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of hospitalization was fifteen days. In 10 
cases the urine was sterile at the time of 
discharge and in 6 others it was sterile 
within two months of the operation. In 
2 patients the urine continued for some 
time to show growth of Bacillus pyocy- 
aneus, but the roentgenograms did not 
show any more calculi forming, and at the 
time of writing the patients have no symp- 
toms. No information is available about 
the remaining 8. Sensitivity tests were 
done preoperatively in 5 cases so that ap- 
propriate antibiotics could be given. In 6 
cases the antibiotics were changed, de- 
pending on the results of sensitivity tests 
of the urine four days after the operation. 
Intravenous pyelographic studies were 
done in all cases and retrograde studies 
in 7. In 2 cases there was some secondary 
hemorrhage through the nephrostomy tube 
on the sixth and the eighth postoperative 
day respectively. No active treatment was 
needed. 

SUMMARY 


A few modifications practiced by the 
author of the original technic of Lowsley 
for removal of renal stones through the 
calyx of the lower pole of the kidney are 
described. A short survey of 27 cases in 
which the author operated for renal stones 
is presented. 

RESUME 


L’auteur décrit quelques modifications 
qu’il a apportées a la technique originale 
de Lowsley pour l’ablation de calculs 
rénaux par le calice du pdle inférieur du 
rein. Il expose briévement 27 cas de cal- 
culs rénaux ainsi opérés. 


RIASSUNTO 


Vengono descritte alcune modificazioni 
al metodo originale di Lowsley per |’as- 
portazione di calcoli renali attraverso il 
calice del polo inferiore del rene. L’autore 
ha usato questo metodo in una serie di 27 
casi che vengono presentati in riassunto. 
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ZUSAM MENFASSUNG gibt einen kurzen Uberblick tiber 27 von 
ihm wegen Nierensteinen operierte Falle. 


Der Verfasser berichtet iiber einige 
Modifizierungen, denen er die urspriing- REFERENCE 
lich von Lowsley angegebene Technik zur 
Entfernung von Nierensteinen durch den Lowsley, O. S., and Bishop, C. C.: A New 


Kelch des unteren Nierenpols unterzog. Er a Obst, 
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N my opinion, radical operation is indi- 
cated for all operable malignant radio- 
resistant tumors of the testicle. Semi- 

noma or germinoma is a relatively benign, 

radiosensitive tumor, and my statistical 
analysis shows that the advantage of rad- 
ical operation for seminoma is not more 
than 1.5 per cent, which is not significant. 
If the seminoma cell were the parent cell 
for a teratoid testicular tumor one would 
expect a relatively high percentage of non- 
germinomatous metastases from patients 
with apparently pure seminoma. Fried- 
man stated that he had observed 4 ger- 
minomas with nongerminomatous metas- 
tases, studied by the “multiple block 
method,” which proved to be pure germi- 
nomas. One must be very careful in the 
diagnosis of “pure germinoma,” but if 
Friedman is right, the incidence of non- 
germinomatous metastasis from seminoma 
is not more than 1 per cent. I have never 
observed nongerminomatous metastasis 
from a “pure seminoma.” The cure rate 
for seminoma treated by simple orchiec- 
tomy and irradiation should be about 95 
per cent. The only patients with seminoma 
in my series who died from metastasis had 
advanced disease, with metastases so 
widespread that irradiation could not be 
carried out fast enough to keep up with 
the tumor. The wide publicity given tes- 
ticular tumors since the end of World War 

II has markedly reduced the incidence of 

advanced testicular tumor. I do not hesi- 

tate to perform a radical operation when 
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Radical Operation in the Treatment of 
Tumors of the Testicle 


LLOYD G. LEWIS, M.D., F.I.C.S., D.A.B. 
WASHINGTON, D. C. 


the patient presents himself with any tes- 
tis tumor intact, but most of my patients 
are referred after simple orchiectomy and 
adequate pathologic study have been car- 
ried out; therefore, in the case of semi- 
noma, I do not consider myself justified in 
advising secondary resection of the retro- 
peritoneal nodes and spermatic cord for 
what is apparently “pure seminoma.” 

The relatively simple classification which 
I shall use in the discussion of radical 
surgical intervention for tumors of the 
testis is based upon the most malignant 
element of the tumor. A classification 
based on teratologic elements does not 
offer a basis for prognosis. The term 
“adult teratoma” or “mature teratoma” 
implies a benign tumor, but 36 per cent of 
patients with so-called adult teratoma in 
my series have presented metastases. 
Adult teratoma, therefore, should be clas- 
sified under the heading teratocarcinoma, 
a tumor of more or less adult structure, 
with a malignant element that is not cho- 
rionic tissue. The tumors of the 4 patients 
with apparent adult teratoma who had 
metastases have been classified as terato- 
carcinomas, leaving 7 under the heading 
“mature teratoma.” Adult structure in the 
teratoid portion of a tumor mixed with 
chorionic tissue is very rarely observed. 
The reason for this separate classification, 
teratocarcinoma, is that the prognosis is 
better than for chorionic cancers. 

Tumors of cytotrophoblast, generally in 
the form of papillary or villus adenocar- 
cinomas, occur without evidence of somatic 
tissue. These tumors are highly malignant 
and metastasize more rapidly and more 
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frequently than do tumors composed of 
cystotrophoblasts with embryonic or ma- 
ture teratoid tissue, which I have called 
teratotrophocarcinoma. 

When the cytotrophoblast matures into 
a syncytiotrophoblast, the lesion is chorio- 
carcinoma or chorioepithelioma, which is 
the most malignant tumor known. It may 
occur in practically pure form but is more 
frequently associated with embryonic 
teratoid tissues in the form of terato- 
choriocarcinoma. It is apparent that the 
function of chorionic tissue is to invade 
blood vessels under normal circumstances, 
and these tumors do invade blood vessels, 
so that a tumor composed of syncytiotro- 
phoblasts like chorioepithelioma, regularly 
metastasizes by way of the blood stream. 
Experience shows, however, that the cyto- 
trophoblast, although apparently it in- 
vades blood vessels, is prone to metastasize 
to the retroperitoneal lymph nodes. It is 
rarely possible to cure a patient with 
chorioepithelioma by any means, but I 
have a series of patients apparently cured 
by radical operation even with metastatic 
involvement from cytotrophoblasts. The 
chorionic gonadotrophin observed in the 
urine from patients with tumor of the tes- 
tis is derived from the cytotrophoblast and 
the tests have given consistently positive 
results in all of the cases in the series. The 
tumd®s were classified as trophocarcinoma 
or teratotrophocarcinoma. The aforemen- 
tioned cells are always present in chorio- 
carcinoma; therefore, tests for gonado- 
trophic hormones give positive results in 
the presence of chorioepithelioma as well 
as in that of trophocarcinoma. There has 
been some question as to the origin of the 
gonadotrophic hormone observed in. the 
urine of patients with trophoblastic can- 
cer. Some have expressed the opinion that 
the tumor stimulates the production of 
gonadotrophic hormone from the pituitary, 
but recent observations on 2 patients with 
trophoblastic cancer seemed to indicate 
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that it originates from the tumor itself. 
In the case of 1 patient, a physician 35 
years of age, there were 2 positive results 
from Aschheim-Zondek tests prior to 
orchiectomy. After simple orchiectomy 
there were 2 more positive Aschheim- 
Zondek reactions. Radical surgery opera- 
tion was performed, with removal of a 3 
cm. node at the left renal pedicle. The 
results of the Aschheim-Zondek tests be- 
came negative and remained consistently 
so from the first through the fourth post- 
operative day. With a second patient with 
chorionic cancer, 4 positive results were 
obtained on four days prior to the opera- 
tion. For three days immediately after the 
radical procedure the Aschheim-Zondek 
tests gave negative results. If this gonado- 
trophic hormone were produced by the 
pituitary under the stimulation of the tu- 
mor, one would not expect the hormone to 
disappear from the urine within twenty- 
four hours after the operation. 

There were inoperable retroperitoneal 
metastatic nodes in 12 cases of radiore- 
sistant tumor. They were considered in- 
operable because of their large size, be- 
cause of the position of the nodes involved 
or because of involvement of the great 
vessels. In this group there was 1 terato- 
adenocarcinoma. There were 3 teratocho- 
riocarcinomas, 2 trophocarcinomas and 6 
teratotrophocarcinomas. All of the pa- 
tients have died, and all showed metasta- 
sis; 1 of the group died as a result of 
irradiation, but extensive metastasis was 
demonstrated at autopsy. 

In 8 cases radical operation failed. The 
nodes were apparently cleanly removed, 
but 5 patients died of metastases and 2 of 
the effects of roentgen therapy. One was 
followed for five years but has not been 
heard from since 1951. In all of these 
cases the tumors were trophoblastic carci- 
nomas. 

There were 17 cases of metastatic can- 
cer apparently cured by radical surgical 
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intervention. In this group there were 2 
adenocarcinomas without evidence of tro- 
phoblastic element or teratoid structure. 
There were 3 patients with teratocarcino- 
mas, 7 with teratotrophocarcinomas, 3 
with trophocarcinomas, 1 with teratocho- 
riocarcinoma and 1 with choriocarcinoma. 
The last-mentioned patient is the only one 
with metastatic syncytium living, after 
any type of operation or irradiation, in 
this series. A tremendous metastasis oc- 
curred in a man 50 years of age, in whom 
the original testicular tumor developed in 
1940. It was called an adult teratoma. In 
1942, metastasis was treated unsuccess- 
fully by irradiation. In 1950 he underwent 
further irradiation, and in 1952 I removed 
a metastastic mass weighing 13 pounds 
(5.9 Kg.). I include this case because the 
patient with a long-standing tumor that 
metastasized early, is apparently well 
more than three years after radical sur- 
gical intervention. 

To sum up, there were 62 patients with 
advanced inoperable lesions. All have died 
of metastasis. There were 37 patients 
from whom retroperitoneal metastatic 
nodes were removed. Nineteen are living, 
18 of them for more than five years and 1 
for three years. Three have died of exces- 
sive irradiation and 15 of metastasis. It 
is interesting to note that the 3 patients 
who died of irradiation from one and a 
half to two and a half years after opera- 
tion showed no tumor at autopsy. Of the 
73 patients who had no evidence of retro- 
peritoneal metastasis, 53 are living, 7 died 
of excessive irradiation and 13 died of 
metastasis. In this series of 172 radio- 
resistant tumors there were 14 chorioepi- 
theliomas, 17 teratochoriocarcinomas, 31 
trophocarcinomas and 65 (the largest 
group in the series) teratotrophocarcino- 
mas. There were 12 cases of undifferen- 
tiated adenocarcinoma and 26 of terato- 
carcinoma, leaving only 7 in the group 
designated “adult teratoma” in which the 
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patients survived five years or more with- 
out metastasis. The rate of cure for cho- 
riocarcinoma or chorioepithelioma is plus 
or minus 0, and radical operation offers no 
great advantage for this type of cancer; 
but when syncytium is mixed with teratoid 
elements there is a chance, and 2 of the 3 
patients from whom metastases were re- 
moved are living, although the survival 
rate for the entire group of 17 patients is 
only 18 per cent. On the other hand the 
cure rate for apparently pure trophoblas- 
tic cancer, sometimes called cytotropho- 
blastoma, is 29 per cent, and when this 
trophoblastic tissue is mixed with teratoid 
elements the survival rate goes up to 40 
per cent. Eight of the 12 patients with 
adenocarcinoma survived for more than 
five years, and 18 of the 26 patients with 
teratocarcinoma have survived for five 
years. All of the patients with apparently 
pure adult teratoma have survived for five 
years, but I do not put any stress on this 
figure; for statistical purposes, it would 
be better to include teratoma in the group 
with teratocarcinoma, but for prognostic 
purposes it is well to keep it in a separate 
category. The advantage of radical opera- 
tion for the entire group of radioresistant 
tumors with metastasis is 22 per cent, 
whereas the advantage for radical opera- 
tion for chorioepithelioma is plus or minus 
0. The advantage of radical operation in- 
creases as the malignancy of the tumor 
decreases. 

The cure of cancer depends upon an 
early diagnosis, the type of cancer present 
and adequate therapy. For seminoma, in 
my opinion, adequate surgical treatment 
consists of simple orchiectomy followed by 
adequate irradiation, but for all teratoid 
tumors of the testis a radical operation 
seems to be indicated. 


SUMMARY 


The author evaluates radical surgical 
intervention for testicular tumors, ex- 
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pressing the opinion that it is indicated 
for all operable malignant radioresistant 
tumors in this category. He offers a classi- 
fication of such tumors, based upon the 
most malignant aspect of the lesion, and 
reports briefly on a series of patients ap- 
parently cured by radical operation even 
in the presence of metastatic involvement. 
Simple orchiectomy followed by irradia- 
tion, he states, is adequate for seminoma, 
but all teratoid testicular tumors should 
be treated by radical intervention. 


RIASSUNTO 


L’autore tratta la terapia chirurgica 
radicale dei tumori del testicolo, espri- 
mendo l’opinione che essa sia necessaria 
in ogni caso di neoplasia radioresistente e 
operabile. Propone, inoltre, una classifi- 
cazione di questi tumori, basata sugli 
aspetti piii maligni di essi, e riferisce 
brevemente su una serie di malati appa- 
rentemente guariti in seguito all’intervento 
radicale anche in presenza di metastasi. 
La semplice orchiestomia, seguita da irra- 
diazione, pud essere sufficiente per il semi- 
noma, mentre tutti gli altri teratomi del 
testicolo devono essere trattati con un in- 
tervento radicale. 


RESUME 


L’auteur fait une évaluation du traite- 
ment chirurgical radical des tumeurs 
testiculaires, estimant que celui-ci est in- 
diqué dans tous les cas de tumeurs malig- 
nes radio-résistantes opérables. I] présente 
une classification de ces tumeurs, basée 
sur l’aspect le plus malin de cette lésion; 
il donne un bref apercu d’une série de cas 
apparemment guéris par |l’opération radi- 
cale, méme lors de complications métas- 
tatiques. 

L’auteur “pense que |’orchi-ectomie sim- 
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ple, suivie d’irradiation, est indiquée dans 
les cas de séminomes, mais que toutes les 
tumeurs tératoides du testicule devraient 
étre traitées par |’intervention radicale. 


ZUSAM MENFASSUNG 


Der Verfasser schatzt den Wert radi- 
kaler chirurgischer Behandlung von 
Hodengeschwiilsten ab und vertritt die 
Ansicht, dass ein solches Verfahren fiir 
alle operablen bésartigen bestrahlungsre- 
sistenten Geschwiilste dieser Klasse ange- 
zeigt ist. Er schlagt eine Einteilung dieser 
Tumoren vor, die sich auf die Eigenheiten 
héchster Malignitit der Erkrankung 
stiitzt, und berichtet in Kiirze iiber eine 
Reihe von Kranken, die sogar beim Beste- 
hen von Metastasen durch radikale Op- 
eration offenbar geheilt wurden. 

Er bemerkt, dass die einfache Hoden- 
resektion mit anschliessender Bestrahlung 
sich fiir das Seminom eignet, wihrend alle 
teratoiden Hodengeschwiilste radikaler 
chirurgischer Behandlung unterzogen 
werden sollten. 


SUMARIO 


O autor faz uma avaliacao da interven- 
cao cirirgica radical para tumores testi- 
culares, sendo de opiniaéo que é indicada 
para todos os tumores radio resistentes 
malignos operaveis, dessa categoria. Faz 
uma classificacéo de tais tumores, baseada 
nos aspectos mais malignos dessa les&o e 
faz um relatorio ligeiro de uma série de 
pacientes aparentemente curados pela 
operacaéo radical, mesmo na presenca de 
metastases. 

Declara que a simples orquiectomia 
acompanhada pela irradiagéo é adequada 
para 0 seminoma, mas todos os tumores 
testiculares teratoideos devem ser tratados 
pela intervencao radical. 
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Volvulus of the Spermatic Cord, 


Caused by an Embryonal Anomaly 


H. D. KOEHLER, M.D., AND R. P. KOEHLER, M.D. 
HAIFA, ISRAEL 


NOMALIES of the urogenital system 

A are very common deformities. We 

operated on a patient with an anom- 

aly we could not find described in the 

literature. Therefore we consider this 
case worth reporting. 


REPORT OF CASE 


On April 18, 1954, J. S., a Druze child 1% 
years old, was admitted to the hospital. One 
week earlier there had appeared a swelling of 
the right testicle and edema of the scrotal 
skin. The general condition was satisfactory. 
Routine examination showed no particular 
pathologic change. Torsion of the right tes- 
ticle was diagnosed, and operation, with gen- 
eral anesthesia, was immediately performed. 
Hemorrhagic exudate was observed in the 
scrotal sac, which was a single cavity, without 
separation into two parts by a septum. The 
right spermatic cord, the epididymis and the 
testicle were normal. From the left inguinal 
ring, however, descended two completely sep- 
arate masses. The internal or medial mass 
appeared to be the left spermatic cord and a 
small testicle. This spermatic cord was dark 
blue and circumrotated 160 degrees around 
the right spermatic cord (Fig. 1). The exter- 
nal or lateral mass coming out of the left in- 
guinal ring was of normal color. Both left 
masses were removed directly on the inguinal 
ring, and the inguinal canal was closed by su- 
ture (Fig. 2). 

Pathologic Examination (Dr. Naftalin) — 
Specimen A consisted of a testicle 2 by 1.5 cm. 
and an epididymis 1.5 by 0.7 cm. with a sper- 
matic cord 3 cm. long and 1 by 0.25 cm. in 
diameter. The testicle was grey in the distal 
1 cm. and hemorrhagic in the upper 0.5 cm. 
The hemorrhage extended into the epididymis 


From Elisha Hospital, Haifa. 
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and into the cord, nearly to the proximal end 
of the specimen. The cut surface of the struc- 
tures was similar to their outward appearance. 

Specimen B was a mass of tissue measuring 
3 by 2 by 1 cm. and resembled a cord 2 cm. 
long and 0.2 cm. in diameter. The cut surface 
of this mass was white, with fine areas of 
hemorrhage. 

Histologic Picture-—Specimen A: The tes- 
ticle was necrotic, but it could be seen that the 
parenchyma was atrophic, like that of a 
cryptorchic testicle. The interstitial tissue 
was edematous and infiltrated with polymorphs 
and red blood cells. The upper part of the tes- 
ticle and the epididymis were so filled with 
blood that no histologic details could be made 
out. The cord was also infiltrated with blood. 

Specimen B: The second mass of tissue was 
fibromuscular, containing large thick-walled 
muscular blood vessels and edematous tissue 
containing thin-walled blood vessels. This tis- 
sue was infiltrated with polymorphs and his- 
tiocytes. Around the smaller blood vessels 
there were infiltrations with lymphocytes. This 
tissue had the appearance of granulation tis- 
sue. In the center of the mass there was a 
large slitlike duct lined with epithelial cells, 
resembling those of the ductus deferens (Fig. 
3). The subepithelial tissue is composed of 
cells with little cytoplasm and ovoid nuclei. 
The structures are surrounded by fibromus- 
cular tissue. The smaller mass consisted of 
edematous tissue and many-walled blood ves- 
sels with and without muscular walls. There 
was also a structure consisting of spaces lined 
with cuboidal and columnar epithelium, re- 
sembling epididymis. The area of juncture 
between the larger and smaller masses of Spec- 
imen B contained blood vessels and a structure 
resembling ductus deferens in an edematous 
stroma infiltrated with inflammatory cells. The 
mass appeared to be a small piece of epididy- 
mis and ductus deferens, associated with a 
hyperplastic pampiniform plexus and muscle 
bundles in an edematous stroma. No testicular 
tissue was observed in Specimen B. 
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A, schema depicting anatomic situation. B, masses removed, showing (a) left spermatic cord and 
testicle and (b)supernumerary spermatic cord. C, low power photomicrograph of supernumerary 
ductus deferens; D, high power photomicrograph of the same. 


COMMENT 


The specimens showed (1) volvulus of 
the left spermatic cord around the right 
spermatic cord in a single ventricular scro- 
tum without a septum, and (2) a left- 
sided supernumerary spermatic cord and 
epididymis. Though a third testicle was 
not detected on the histologic examination, 
it is most probable that tissue of a third 
testicle had also developed, because of a 
third spermatic cord and a third epididy- 
mis, and had perhaps been overlooked or 
lost during the operation. This anomaly 
of the genitalia is explained by the embry- 
onic development. The external genitalia 
arise from primordia located on the ven- 
tral surface of the body. This area is bi- 
sected by a cloacal membrane. By the 8 
mm. stage this membrane is divided into 
a cranial and a caudal portion. These lie 
in grooves called the urethral groove and 
the anal pit.. The urethral groove bisects 
the genital tubercle. Laterally the mar- 
gins of the urethral groove constitute the 


urethral fold, which forms the external 
orifice of the urogenital sinus, called in this 
part pars fallica of the urogenital sinus. 
The urogenital fold bisects the scrotal 
swellings. These swellings are the origin 
of the scrotum. At the 38 to 45 mm. stage 
of embryonic development the urogenital 
folds fuse to constitute the penal and scro- 
tal raphe. 

In the literature, no case of only a super- 
numerary spermatic cord and epididymis 
could be found. According to Campbell, 
19 cases of polyorchidism have been re- 
ported. In these cases the supernumerary 
testicle showed abnormalities, e.g., torsion 
of the spermatic cord, which Jordan and 
Kindred explained as due to doubling or 
transverse division of one or both genital 
folds, oftener on the left side than on the 
right. Hossein Goldji reported about 24 
cases of polyorchidism. According to him, 
embryologically persistence of the upper 
portion of the mesonephric tubules, disso- 
ciation of efferent and seminiferous tu- 
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bules of the testicle to two different groups, 
seem to be responsible for the anomaly. In 
62.5 per cent of the cases it was left-sided. 
In almost all the anomalous tissue was 
rudimentary and showed signs of degen- 
eration. 


SUMMARY 


A case of volvulus of the spermatic cord 
in a single ventricular scrotum, combined 
with a supernumerary spermatic cord and 
epididymis, is reported. This anomaly is 
developed between the fourth and the 
sixth week of fetal life. 


ZUSAM MENFASSUNG 


Es wird ein Fall von Volvulus des 
Samenstranges in einem einzelnen ventri- 
kularen Hodensack, kombiniert mit einem 
iiberzahligen Samenstrang und Neben- 
hoden beschrieben. Diese Anomalie ent- 
steht zwischen der vierten und sechsten 
Woche des fétalen Lebens. 


The learned and ingenious Doctor Christopher Wren did propose in the University 
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RESUME 


Nour présentons un cas de volvulus de 
la corde spermatique chez un enfant agé d’ 
un an et demi. Le volvulus fut originé par 
une anomalie embryonnaire qui si develop- 
pait depuis la quatriéme jusqu’a la sixiéme 
semaine de la vie foetale. Une corde et une 
epididyme surnumeraires existaient. 


RIASSUNTO 


Viene descritto un caso di volvolo della 
cérda spermatica in uno bambino di un 
anno e mezzo, con una cérda é uno epididi- 
mo addicionale. I] volvoloé risultato da 
una anomalia embriologica. Questa ano- 
malia si svolge dalla quarta fina sesta 
settimana della vita fetale. 
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of Oxford . . . to that noble benefactor of experimental philosophy, Mister Robert 
Boyle, Doctor Wilkins, and other deserning persons, that he thought he could easily 
contrive a way to conveigh any liquid thing immediately into the mass of blood; 
vide: by making ligatures on the veines, and then opening them on the side of the 
ligature toward the heart, and by putting into them slender syringes or quills, fas- 
tened to bladders (in the manner of clysterpipes) containing the matter to be in- 
jected; performing that operation upon pretty big and lean doggs, that the vessels 
might be large enough and easily accessible. 


—Samuel Pepys 
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Neurologic Surgery 


so aptly called tic douloureux by 
Nicolous Andre of France in 1756 
has been known for centuries. Avicenna 
(1000 A.D.) is said (cf. Krause’s book) to 
have described it accurately. Fothergill of 
England (1773) gave such an accurate 
description of the malady that it has at 
times been unfairly called Fothergill’s 
neuralgia. However, not until the first 
quarter of the Nineteenth Century was it 
known to be an affliction of the trigeminal 
nerve. The most important physiologic 
experiments of Sir Charles Bell of Eng- 
land and Magendie of France, almost si- 
multaneously (1821) demonstrated that 
the trigeminal nerve, and not the facial, 
supplied sensation to the face. It was, 
however, much later that tic douloureux 
was recognized as an entity of the trigem- 
inal nerve. Even Bell considered the pain 
to be of sympathetic origin and considered 
the possibility of relief by sectioning the 
sympathetic trunk, and until nearly the 
middle of the Nineteenth Century the old 
method of cutting the facial nerve had not 
yet disappeared.””! 

In 1891 Hartley first sectioned the pe- 
ripheral branches of the nerve, thereby 
producing sustained temporary relief from 
tic douloureux.2 Krause in 1893* per- 
formed the.first successful removal of the 
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Tic Douloureux 


COLLIN S. MacCARTY, M.D., F.A.C.S., F.1.C.S., D.A.B. 
ROCHESTER, MINNESOTA 


gasserian ganglion. Spiller and Frazier 
perfected posterior root section, with pres- 
ervation of the ganglion and motor root, 
and pointed out the advantages of differ- 
ential section of the posterior root. Their 
first case was reported in 1901.4 

Sjéqvist in 1938° showed that sectioning 
of the descending root of the fifth nerve 
in the medulla will relieve trigeminal pain 
and yet assure preservation of the sensa- 
tion of touch in the face, though with loss 
of pain and sensation of temperature. 

Shelden and his associates* in the sum- 
mer of 1951 decompressed the second and 
third divisions of the nerve by enlarging 
the foramina rotundum and ovale. 

Taarnhgj*? of Denmark in 1952 intro- 
duced a method of decompressing the sen- 
sory root of the nerve for the treatment of 
trigeminal neuralgia. This procedure had 
many appealing features, and consequently 
was immediately accepted and tried in 
many centers throughout the United 
States.§ 

Recently, several other procedures have 
been done—such as injection of the gan- 
glion with hot water,® neurolysis of the 
ganglion,’® injection and division of the 
greater auricular nerve and occipital nerve 
and compression of the ganglion." 

Diagnosis.—Trigeminal neuralgia is 
characterized by intermittent attacks of 
severe, lancinating facial pain, the pattern 
of which is confined to one, two or all three 
of the sensory components of the trigem- 
inal nerve. The pain usually is induced by 
stimulation of “trigger zones” in the mouth 
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or face. It occurs most frequently in the 
mandibular division of the nerve.! The 
pain begins abruptly, lasts for a moment 
to a few minutes, and stops precipitately. 
Between attacks the patient is free of pain. 
Rarely, the attacks may last for an hour 
or more. The attacks may occur with such 
frequency as to seem to be almost continu- 
ous, and may last for days or weeks. They 
often are precipitated by talking, eating, 
shaving or by a cool breeze blowing across 
the face. In about 2 to 5 per cent of cases 
the disease may be bilateral.'? 

Examination of the patient in a typical 
instance reveals no objective neurologic 
defects. 

Causation.—The cause of typical tri- 
geminal neuralgia is unknown. It may, 
however, occasionally be observed as a 
symptom of tumor of the cerebellopontine 
angle or the middle fossa, or of a vascular 
anomaly.! The coincidental occurrence of 
this disease with multiple sclerosis is of 
more than passing interest.!* The typical 
pain of this disease also has been reported 
as appearing secondary to compression of 
the peripheral branches by neoplasms." 
However, the disease as ordinarily seen 
has no known cause. 

Incidence.—The disease occurs as often 
in men as in women, as reported in several 
large series. It occurs in patients beyond 
the age of 50 years in 70 to 80 per cent of 
the cases.'® 

Treatment.—My associates and I have 
found no satisfactory method for the per- 
manent relief of trigeminal pain, short of 
operation. No sustained relief has been ob- 
tained by the inhalation of trichloroethyl- 
ene, or the use of large doses of vitamins 
B, or B,»s,!* and we have viewed the use of 
stilbamidine therapy" during the past two 
and one-half years with waning enthusi- 
asm. The excruciating and debilitating 
neuritis frequently observed after the use 
of this drug has discouraged us from 
utilizing it against this disease, particu- 
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larly since the condition can be effectively 
and permanently relieved by operation. 


When a patient with typical tic doulou- 
reux of the fifth cranial nerve appears, we 
usually advise the trial of one or two pe- 
ripheral nerve blocks with alcohol before 
suggesting surgical intervention. We do 
this to show the patient that the pain can 
be relieved without disfigurement. Such a 
nerve block also is done to demonstrate 
anesthesia of the face to the patient. In 
my experience, a patient with trigeminal 
pain usually welcomes the anesthesia as a 
substitute for the pain. If, however, he 
does not prefer to exchange loss of pain 
for anesthesia, then interruption of the 
posterior root of course should not be ad- 
vised. 


The definitive therapy of trigeminal 
neuralgia therefore focuses itself on sur- 
gical operation. This consists of total sec- 
tioning of the posterior root, but with 
sparing of the motor root; or subtotal sec- 
tion or bulbar trigeminal tractotomy or 
one of the more recent procedures such as 
decompression of the posterior root, the 
second and third divisions, or performance 
of some form of gangliolysis. The only 
certain way to relieve pain is to section the 
posterior root. The resultant anesthesia is 
an undesirable but necessary sequel. 

We have had considerable experience 
with both total and subtotal sectioning of 
the posterior root, as well as with the de- 
compression operation. Our experience 
with bulbar trigeminal tractotomy has 
been limited, but on the recommendation 
of those whose judgment we respect and 
who have tried the procedure extensively, 
we have abandoned it generally as too dan- 
gerous and too uncertain. We feel it might 
be done only in the presence of bilateral 
trigeminal neuralgia, and that in this con- 
dition it would be done on one side, so that 
preservation of touch on the side of the 
tractotomy would permit normal intake of 
food. As White and Sweet! have sug- 
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gested, the operation might also be done 
for a.,patient affected by the “onset of pain 
or a trigger zone in the first division in a 
relatively young or vigorous person, or in 
one whose eye on the other side is blind. 
The persistence of an effective corneal re- 
flex is of special value in such people.” 

Where do we now stand with regard to 
the relief of trigeminal neuralgia? In 1954 
Love and Svien, of the Mayo Clinic, re- 
ported on 100 cases of decompression of 
the posterior root.'* Fifty-eight of the pa- 
tients obtained relief, 31 had pain which 
seemed characteristic of trigeminal neu- 
ralgia, and the condition of 11 was inde- 
terminate. It was apparent that as time 
elapsed after the surgical procedure there 
were more recurrences of pain. At present 
the decompression operation is rarely ad- 
vised, and few if any surgeons expect the 
procedure to provide permanent relief of 
the condition. 

In certain selected instances, however, 
decompression might still be worth a trial 
—for bilateral trigeminal neuralgia in 
young, vigorous persons who are willing 
to risk multiple surgical procedures to 
avoid facial anesthesia; or for persons who 
are blind in the eye opposite the facial pain 
and do not wish to accept the 3 to 4 per 
cent risk of the development of iritis or 
keratitis in the remaining functioning 
eye.15 

There has been a reversion to posterior 
root section in most instances. Some per- 
form this in the form of subtotal section, 
sparing the upper fibers to prevent anes- 
thesia of the cornea in patients whose dis- 
ease is confined to the lower areas of the 
face. Total section is done for those who 
have pain in the first division of the nerve. 


In a recent communication Dr. C. Hun- 
ter Shelden'® wrote that he and his asso- 
ciates have performed compression of the 
posterior root fibers in 56 cases since 1953. 
He added, “Thus far we have had complete 
relief of pain in every instance and have 
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had no recurrences.” Because of this re- 
markable record, we have decided to offer 
the procedure to interested patients in the 
hope that some permanent remission of 
pain can be obtained thereby without the 
production of facial anesthesia. We are 
skeptical, however, as is Dr. Shelden, of 
the theory that all patients will remain 
permanently free from pain as a result of 
such a procedure. 

Results of Posterior-Root Section.— 
Adson in 1926 reported 387 cases from the 
Mayo Clinic.!2* In these, 3.4 per cent of the 
patients had keratitis or iritis; 7.2 per cent 
had transient facial paralysis; 0.5 per cent 
had ocular palsy. Craig!*» in 1941 reported 
434 cases from the same clinic. The opera- 
tive mortality rate was 1.9 per cent, and 
the recurrence rate was 3 per cent. In 
other series the incidence of postoperative 
paresthesias has been approximately 3 per 
cent.15 


CONCLUSION 


It would seem that posterior root sec- 
tion, which offers approximately 97 per 
cent relief of pain and is associated with a 
mortality rate of less than 2 per cent and 
rarely with undesirable reactions, is still 
the most reliable and effective method of 
relieving tic douloureux, a serious and de- 
bilitating condition. The author, however, 
expresses the opinion that the gangliolysis 
procedures and compression procedures of 
the posterior root are worthy of further 
investigation. 


CONCLUSIONS 


Le tic douloureux est une affection 
sérieuse et débilitante. I] peut sembler que 
la section radiculaire postérieure (soulage- 
ment dans environ 97% des cas, taux de 
mortalité inférieur 4 2%, complications 
rares) en soit toujours le mode de traite- 
ment le plus sir et le plus efficace. L’au- 
teur estime pourtant que les techniques de 
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gangliolyse et de compression de la racine 
postérieure méritent une attention plus 
approfondie. 


SCHLUSSFOLGERUNGEN 


Es scheint, dass zur Behandlung des Tic 
douloureux, einer ernsten und aufrei- 
benden Erkrankung, die Durchschneidung 
der hinteren Wurzel, die in etwa 97% der 
Falle zur Befreiung vom Schmerz fiihrt, 
eine Sterblichkeit von weniger als 2% auf- 
weist und nur selten mit unerwiinschten 
Nebenerscheinungen verbunden ist, noch 
immer die zuverlassigste und wirksamste 
Methode darstellt. Der Verfasser gibt 
jedoch der Meinung Ausdruck, dass die 
Verfahren der Gangliolyse und der Kom- 
pression der hinteren Wurzel weiterer 
Studien wert sind. 


CONCLUSIONI 


Sembra che la sezione della radice poste- 
riore, intervento che fa scomparire il do- 
lore in circa il 97% dei casi e che é accom- 
pagnato da una mortalita inferiore al 2%, 
sia ancora il pit efficace metodo di cura dei 
tic dolorosi. 

L’autore, tuttavia, é dell’opinione che la 
gangliolisi della radice posteriore sia tema 
degno di ulteriori ricerche. 
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Surgical Relief of Pain 


FRASER B. HAMILTON, M.B., M.D., F.R.C.S. (Can.), F.I.C.S. 


line on the surgical relief of pain in a 

rather large group of unrelated dis- 
eases. The pain in each condition is re- 
sponsible for a great deal of disability and 
morbidity. It is my thesis that the dura- 
tion of disability can be greatly shortened 
if the diagnosis is promptly made and ap- 
propriate surgical treatment instituted. 

It has been my experience that the com- 
monest factor in the difficulties related to 
these diseases is lack of acquaintance with 
the condition responsible for the disabling 
pain. I should like to consider, therefore, 
some of these somewhat rare but interest- 
ing syndromes. 

1. Temporal Arteritis. — Symptom: 
Acute continuous pain in the distribution 
of the temporal artery. 

Sign: Tenderness along the course of 
the artery, temporarily but completely re- 
lieved by local infiltration of the area 
around the artery with 3 cc. of 2 per cent 
procaine hydrochloride. 

Treatment (for permanent relief) : Sur- 
gical excision of 1 inch (2.5 cm.) of the 
artery through an incision inside the hair- 
line. 

Four patients coming under my care 
had all been treated with anodynes for 
headache over more than six months. All 
had been incapacitated to the point of be- 
ing unable to work regularly. 

2. Scalene Syndrome.—This is not un- 
common. The syndrome was first described 
by Nafzigger. It is remarkable because of 
the development of pain in the upper ex- 
tremity. There may be associated motor 
and pseudomotor signs. The symptoms 
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are caused by compression of the lower 
trunk of the brachial plexus by a taut 
anterior scalene muscle. In some 85 per 
cent of my cases the patients have been 
women between the ages of 25 and 40. 

Symptoms: Pain along the inner bor- 
der of the arm, radiating to ‘the little fin- 
ger; motor weakness; excessive sweating. 

Signs: Local tenderness over the point 
of insertion of the scalene muscle on deep 
pressure, which also aggravates the symp- 
toms, 

Treatment: Section of the scalene mus- 
cle at its point of insertion (Adson). 
Twenty-eight of my 32 patients have been 
successfully treated. 

8. Calcinosis of the Subdeltoid Bursa.— 
Symptoms: a. Sudden onset of severe pain 
in the shoulder and inability to move the 
shoulder without exquisite pain. b. Local 
tenderness over the appropriate cuff ten- 
don. c. Diagnostic deposit of calcium in 
the region of the bursa on roentgen exam- 
ination. 

Treatment: Small transverse incision 
with splitting of the deltoid, opening of 
the bursa and evacuation of material re- 
sembling toothpaste. (Relief is immediate 
and has been permanent in 56 cases.) 

4. Painful Epicondyle (Tennis Elbow). 
—Symptoms: 1. Severe pain radiating 
from the internal epicondyle of the hu- 
merus into the forearm. 2. Inability to use 
the arm in gainful occupations. 

Signs: Acute tissue tenderness to the tip 
of the epicondyle. (Roentgenograms usu- 
ally reveal no abnormality.) 

Treatment: Mobilization of the point of 
origin of the extensor muscle from the 
epicondyle and its complete removal with 
bone forceps. (Eighteen patients have 
been successfully treated by this method.) 
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5. De Quervain’s Disease (Stenotic Ten- 
ovaginitis of the Extensor Muscle).— 
Symptoms: Pain in the region of the sty- 
loid process of the radius, aggravated by 
adduction of the thumb (Frankenstein). 

Signs: Tenderness over the lower end 
of the radius; negative results from roent- 
gen examination. 

Treatment: Section of transverse car- 
pal ligament over the involved ligament. 
This provides complete and permanent re- 
lief. 

6. Slipping Rib—Symptoms: Acute epi- 
sodes of epigastric pain, not related to 
meals but associated with bending. Roent- 
genograms of the gallbladder, stomach, 
kidney and spine are usually normal. 

Sign: The ninth costal cartilage can be 
grasped between the fingers and twisted, 
producing acute pain. 

Treatment: Excision of the involved 
costal cartilage and rib. 

7. Genitofemoral Causalgia. — Symp- 
toms: Hyperesthesia and paresthesia oc- 
curring in the inguinal region, the vulva 
and the inner side of the thigh after a pre- 
vious pelvic operation. The area involved 
is very sensitive to the touch of clothing 
and bedclothing. 

Treatment: Excision of the genitofem- 
oral nerve through an extraperitoneal 
muscle-splitting incision. 

8. Osteoarthritis of the Hip. — Symp- 
toms: Painful ambulation; also pain that 
interferes with sleep. 

Treatment: Diagnostic block of the ob- 
durator nerve on the involved side. The 
patient then walks around for one hour. 
- If the pain is relieved, the patient is ad- 
vised to undergo intrapelvic obdurator 
neurectomy. 

9. Osteoid Ostroma.—Symptoms: Acute 
persistent pain anywhere in the body, ag- 
gravated by movement (First described 
by Jaffe in 1935). 

Signs: On physical examination, usu- 
ally none, Roentgen study reveals a scle- 
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rosing lesion of the involved bone with a 
small radiolucent area in its central por- 
tion. 

Treatment: Surgical excision of the 
small nidus. This brings complete relief. 

10. Glomus Tumor.—Symptoms: Severe 
pain related to any extremity. 

Sign: A small pinpoint area can be lo- 
cated with the tip of a probe over the skin 
of arm, leg or nail. ; 

Treatment: Local excision of elliptic 
area containing glomus tissue. 

11. Intermittent Claudication. — Symp- 
toms: Cramps in the leg muscles on walk- 
ing. 

Signs: Loss of posterior tibial and/or 
dorsal pedic pulsations. 

Treatment: Lumbar sympathectomy. 

12. Interdigital Neuroma (Morton's 
Metatarsalgia).— Symptoms: Acute pain 
on walking, related to the anterior part of 
the feet. 

Signs: A localized point of acute pain 
between the third and fourth metatarsal 
bones. An occasional neuroma suggestive 
of a pea can be palpated. 

Treatment: Removal of the small neu- 
roma through a dorsal incision. 


SUMMARY 


The author presents a brief but compre- 
hensive résumé of the types of pain that 
are amenable to surgical treatment, in- 
cluding temporal arthritis, the scalene 
syndrome, calcinosis of the subdeltoid 
bursa, painful epicondyle, slipping rib, 
genitofemoral causalgia and several other 
conditions. The surgical treatment appli- 
cable to each type of pain is stated. 


ZUSAM MENFASSUNG 


Der Verfasser gibt einen kurzen, aber 
umfassenden UWberblick iiber diejenigen 
Typen des Schmerzes, die chirurgischer 
Behandlung zugiangig sind. Dazu gehéren 
die temporale Arteriitis, das Skalenus- 
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syndrom, die Verkalkung des subdeltoiden 
Schleimbeutels, die schmerzhafte Epikon- 
dylitis,* Abgleiten der Rippe, genitofe- 
morale Kausalgie und einige andere 
Krankheitszustinde. Die auf die einzelnen 
Formen des Schmerzes anwendbare chi- 
rurgische Behandlung ist angegeben. 


RESUME 


L’auteur présente un résumé court mais 
complet des differents types de douleurs 
qui peuvent étre traités chirurgiquement, 
inclus l’artérite temporale, le syndrome 
scalenus, la calcinose de la bourse sous- 
deltique, l’epicondyle douloureux, cote glis- 
sante, causalgie génito-fémorale et quel- 
ques autres conditions enplus. Le traite- 
ment chirurgical indiqué pour chaque type 
de douleur est expliqué. 


JOURNAL OF THE INTERNATIONAL COLLEGE OF SURGEONS 


Author’s Correction: In the article Urologic Aspects of Pelvic Phlebography 
by Prof. Dr. Arminio de Lalor Motta of Recife, Brazil, which appeared in the 


JULY, 1956 


RESUMEN 


El autor presenta un breve resumen 
comparativo de los tipos de dolor que son 
sujetos a tratamiento quirtrgico, incluy- 
endo la arteritis temporal, el sindrome de 
los escalenos, la calcinosis de la bolsa sub- 
deltoidea, el epicéndilo doloroso, disloca- 
cién costal, causalgia génitofemoral y di- 
versos procesos patolégicos. Se establece 
el tratamiento quirtrgico de cada tipo de 
dolor, 

RIASSUNTO 


Vengono elencati, in breve ma esauri- 
entemente, tutti i tipi di dolore che posso- 
no essere curati chirurgicamente: fra essi 
larterite temporale, la sindrome dello 
scaleno, la calcificazione della borsa sub- 
deltoidea, l’epicondilite dolorosa, la cau- 
salgia genitofemorale rtc. 

Per ognuna di queste condizioni viene 
descritta la cura adatta. 


May issue of the Journal, the following emendations have been made by Prof. 


Motta: 


On page 578, column 2, line 22, and on page 581, column 2, line 14, “dorsal” 
should be substituted for “femoral.” In the French summary (page 580, column 1, 


paragraph 2, “sarcome” should be “carcinoma.” On page 580, column 1, section 2, 
the sentence beginning in line 21 should read: “The first attempt at opacification 
of urine was made in 1923, by School, Rowentry and Southerland in the United 
States and simultaneously by von Lichtenberg and Rosenstein in Germany and 
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Pecco in Italy.” In the illustration (page 579), plate E is inverted. 
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S the motto, so to speak, of this work 
A I should like to emphasize what I 
-™ have said before: “We must bear 
in mind that we are treating, not the mor- 
bid condition by itself, but the patient, a 
human being.” These words I have found 
most appropriate whenever I wished to 
demonstrate the importance of teamwork 
between the dentist and the physician. 

Roughly, I shall divide the whole of this 
vast area into three large main groups. 
The first comprises problems respecting 
which the dentist has the most important 
and most responsible task; the second, 
problems in which the physician—and un- 
doubtedly, in most cases, the surgeon— 
must take upon himself the principal bur- 
den of the work and the principal part of 
the responsibility; «the third, problems 
that make doctor and dentist, so to speak, 
equal before the task and in sharing the 
responsibility. 

Turning to the first of these main 
groups, the one in which the dentist is on 
the front line, I shall first mention the den- 
tist’s central position, and consequent 
great responsibility, in the whole work of 
cancer prophylaxis; it requires a most 
thorough knowledge of the conditions 
called precancerous, i.e., those changes in 
tissues which at any time may assume the 
character of a malignant tumor, but which, 
on the other hand, may remain unchanged 
for a considerable time, especially if irri- 
tation can be avoided. 
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The whole problem of irritation has 
passed into an entirely new phase, since 
proof has been established that the devel- 
opment of cancer itself passes through two 
stages, The first of these is the change of 
the normal cell, a latent malignant trans- 
formation, “initiation of malignant cell 
change”; the other is the initiation of ma- 
lignant proliferation itself, “the promotion 
of malignant cell proliferation.” A long 
period, even decades, may pass between 
the two phases; once the growth of a tu- 
mor has started, however, the significance 
of the exogenic factor has come to an end 
and the malignant process continues inex- 
orably. It is hardly possible to influence 
the first phase of this development unless 
the irritating agent can be removed in 
time; in that case the process is reversible. 
The initiation of the second phase will 
often depend on an irritating effect, which 
may be exceedingly slight—a kind of 
“trigger effect”; that is to say, it is the 
cancerogenic effect that rouses the latent 
forces and makes them explode in a mani- 
fest cancer, and the process is irreversible. 

These precancerous conditions occur 
with great frequency in the oral cavity, 
and they are here extremely easy to exam- 
ine, for patient and dentist alike. Since 
the oral mucous membrane is extremely 
sensitive, the patient himself will early 
detect any changes and seek the advice of 
his dentist; furthermore, there is the pos- 
sibility that the dentist, during the pa- 
tient’s regular visits for routine examina- 
tion, may inspect and palpate the whole 
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of the oral cavity in a few minutes, with- 
out giving rise to any form of canceropho- 
bia (which a physician might easily do). 
The most important key position the den- 
tist holds is best illustrated by some sta- 
tistics from the Memorial Hospital in New 
York (Table 1), where Hayes Martin has 
demonstrated that 27 to 65 per cent of the 
patients with various types of oral cancer 
first sought the advice of their dentists. 
An account published by the same author, 
with particular reference to the signifi- 
cance of early diagnosis for the results of 
treatment, further demonstrates that five- 
year cures in these cases generally range 
from 25 to 30 per cent—in the case of 
cancer of the lip the figure is about 65 per 
cent. These figures agree with those pub- 
lished in Denmark by Jens Nielsen and in 
Sweden by Elis Berven (Table 2). Se- 
lected “early cases” in which the dentist 


TABLE 1.—Results of Treatment at the Head and 
Neck Clinic, Memorial Hospital, New York 
(Hayes E. Martin) 


Number of 
Patients Who 
First Sought 

Advice of 

Dentist, % 


Total 
Number 


0. 
Patients 


Carcinoma gingivae 114 65 


Carcinoma palati 106 45 


Carcinoma linguae 139 85 


Carcinoma buccae 113 35 


Carcinoma regionis 
sublingualis 125 27 


597 207 


TABLE 2.—Results of Treatment of Oral Cancer 
at Radiumhemmet, Stockholm, Sweden, 
1916-1937 and 1938-1947 (Elis Berven) 


1916-1937 1938-1947 
Number = Number Cure 


Carcinoma linguae 406 24.1 252 834.1 


Carcinoma regionis 


sublingualis 69 29.0 19 38.8 


Carcinoma mandibulae 
et gingivae 227 70 35.4 


28.6 40 40.0 


Carcinoma buccae 213 
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had suspected cancer, i.e., in which he had 
shown a “high index of early suspicion,” 
present a very different result. Five-year 
cures here amount to about 50 per cent for 
all types of cancer, whereas in the case of 
cancer of the lips the five-year cures rep- 
resent 85 per cent of all cases (Tables 3 
and 4). I have combined the two tabula- 
tions in order to demonstrate the great 
improvement of the results—approximate- 
ly 100 per cent. These figures clearly show 
how central is the position of the dentist 
with regard to diagnosis and, consequent- 
ly, to the result, when he refers patients 
to the surgeon and cooperates with him. 

The most important of these oral pre- 
cancerous conditions are the erythroplas- 
ias and the leukoplakias, certain atrophic 
changes associated with the Plummer- 
Vinson syndrome and the oral decubital 
ulcer. 

Erythroplasia and the leukoplakia must 
be taken to represent the response of the 
mucous membrane to certain chronic irri- 
tants. Histopathologically (Fig. 1A) these 
conditions manifest themselves by hyper- 
keratosis, keratinization on the surface, 
deep downgrowth into the epithelium in 
the shape of round-bottomed flasks, and 
cellular polymorphism—all manifestations 
that distinctly indicate the presence of a 
precancerous lesion. Clinically the leuko- 
plakias present themselves as sharply de- 
limitated, most often whitish, slightly firm 
but flexible plaques, which are painless 
and may become fissured (Fig. 1B) ; the 
erythroplastic areas, which usually are 
mixed with the leukoplakic ones, are pink. 
Here I should also like to call attention to 
the pigmented nevus, the black birthmark, 
as it may become the starting point of that 
extremely malignant tumor, the nevocar- 
cinoma. 

Further, the precancerous conditions 
include certain atrophic changes which 
are closely related, pathologically and ana- 
tomically, to leukoplakia, and which must 
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TABLE 3.—Delay in Diagnosis of Oral Cancer in Patients Who Consulted a Dentist Before Consulting 
a Physician (Head and Neck Clinic, Memorial Hospital, New York 1949) 


Probability of Cancer 
Recognized by Dentist 


Probability of Cancer NOT 
Recognized by Dentist 


Total 
Primate Site Number Number Average Time Between Number Average Time Between 
of Cancer of of First Seeing Dentist of First Seeing Dentist 
Cases Cases and First Seeing Cases; and First Seeing 
Physician, Weeks Percentage Physician, Months 


21(31%) 38% 47 (69%) 
Palate 39 17(44%) 4 22 (56%) 13 
Tongue 34 16 (47%) 4 18(538%) 5% 
Mucosa of cheek 27 14(52%) 4 13 (48%) 11 
Floor of mouth 29 18(62%) 1 11(38%) 
Total 197 86 (44%) 3 111(56%) 


be assumed to represent the clinical mani- 
festations of Vitamin B, deficiency and 
iron deficiency (sideropenia), which is 
closely related to the so-called Plummer- 
Vinson syndrome. This syndrome, which 
has been most thoroughly studied by Hugo 
Ahlbom of Sweden, the too early deceased 
chief of Radiumhemmet in Stockholm, was 
first described by Plummer in 1914. It 
occurs with relative frequency in Sweden, 
especially in Norrland. The patient, who 
complains of difficulty in swallowing, usu- 
ally has a typical appearance; he is ane- 
mic, thin and edentulous and presents 
atrophic stomatitis with transverse rha- 
gades at the corners of the mouth; the 
whole mouth may be puckered up into the 
so-called carp’s mouth; furthermore, there 
may be a magenta-reddish blue coloring 
of the inner surface of the cheek, corre- 
sponding to the occlusal plane (Fig. 1, C 
and D). The changes in the mucous mem- 
brane also develop in the mesopharynx 
and the hypopharynx, extending as far 
down as the esophagus. It was Ahlbom 
who demonstrated that this condition is a 
definite precancerous lesion occurring 
with great predominance—in 80 per cent 
of the cases—in women with oral cancer 
or cancer of the pharynx. 

It is most important that the dentist 
should be familiar with the oral decubital 
ulcer; for, in addition to making an early 
diagnosis, it is his task to take charge of 


the direct prophylaxis when faced with 
the oral conditions that in this connec- 
tion may have a cancerogenic effect, name- 
ly, broken teeth, the sharp edges of fillings, 
overhanging jacket crowns and ill-fitting 
prostheses. All of these are irritants, the 
morphologic manifestation of which may 
be the oral decubital ulcer, and this also 
is definitely a precancerous condition 
(Fig. 12). 

The cancerogenic irritants I have briefly 
touched upon may be summarized as to- 
bacco and undiluted alcohol, the signifi- 
cance of which in the development of pre- 
cancerous lesions appears to have been 
proved by Hayes Martin. Berven of 
Stockholm and Nielsen of Copenhagen 


TABLE 4.—Percentage of Cures, Head and Neck 
Clinic (Memorial Hospital, New York, 1949: 
Hayes E. Martin) 


Percentage 


Percentage Cures of Cures 
(Selected (Total Number 

Early Cases) of Cases) 
Carcinoma labii 86 67 
Carcinoma linguae 35 30 

Carcinoma commissura 

oris 50 19 
Carcinoma buccae 60 24 
Carcinoma palati 37 30 
Carcinoma gingivae 38 32 
Carcinoma tonsillae 40 29 
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Fig, 1.—A, leukoplakia (histopathologic picture). B, leukoplakia of the tongue; carcinomatous devel- 
opment in one corner (author’s observation). C, atrophying stomatitis accompanying Plummer-Vin- 
son’s syndrome. D, “carp’s mouth” (Plummer-Vinson’s syndrome). E, decubital ulcer with definite 
carcinomatous development (author’s observation). F, tibial adamantinoma (John Hertz). G, ada- 
mantinoma with cyst formation, X33 (John Hertz). H, adamantinoma, X33 (John Hertz). Note 
downgrowth of* epithelium in enamel organ-like figures, J, adamantinoma, X33 (John Hertz). J, 
photomicrograph of tibial adamantinoma (John Hertz). K, adamantinoma invading and destroying 
bony tissue. Note transformation into osteoid and collagen masses, with beginning penetration of 
tumor cells between collagenous fascicles, X72 (John Hertz). L, adamantinoma (X100) invading 
and destroying bony tissue. Note transformation into unmasked protoplasmic areas and collagenous 
fascicles (John Hertz). 
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also consider these substances important 
cancerogenic irritants. Syphilis and other 
diseases of the teeth and the oral cavity 
must also be included. Nielsen has men- 
tioned the galvanic current produced by 
fillings of different materials; differences 
in potentiality of as much as 0.4 volt have 
been measured, and it is a definite impres- 
sion that these potential differences may 
play an important role. Ariboflavinosis, 
the Vitamin B, deficiency, has been em- 
phasized, as has sideropenia. 


All this, however, does not say all about 
the role played by the dentist in the pre- 
vention of cancer. In the whole of this 
first, large group the dentist plays an even 
more active role, participating directly in 
the treatment of tumors of the jaws; it 
will fall to his lot to operate on a large 
number of these tumors. I refer especially 
to odontogenic cystic growths. In the 
whole diagnostic approach to a large pro- 
portion of all tumors of the jaws the den- 
tist is to be found in the front rank, be- 
cause the patient first seeks his advice. 


As regards cysts in particular, I said, 
in a fairly large account of, adamantino- 
mas from the Radiumhemmet in Stock- 
holm, that “an operation for a dentigerous 
cyst is not complete unless a microscopic 
examination of the cyst sac has been per- 
formed,” and I consider this microscopic 
examination most important, 


Concerning adamantinomas, I noted that 
1,509 of 163,655 patients registered at the 
Radiumhemmet during the years 1921 to 
1950 had tumors of the jaws, 31 of which 
were adamantinomas, i.e., 2 per cent of 
all tumors of the jaws. Generally 75 per 
cent of tumors of the jaws are located in 
the maxilla, but the great majority of the 
adamantinomas (84 per cent) are located 
in the mandible. My account included 1 
case in which the adamantinoma was lo- 
cated in the tibia (Fig. 1F). Many the- 
ories have been advanced with regard to 
the pathogenesis of adamantinoma. Falk- 
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son, in 1888, stated that adamantinomas 
are derived from the enamel organ, where- 
as Kurt Thoma of Boston has claimed that 
they may also be derived from super- 
numerary teeth because the dental arch 
itself may be complete. Magitot and Nor- 
berg expressed the opinion that adaman- 
tinomas have been derived from trans- 
formed normal supernumerary dental 
follicles, while one theory, advanced by 
Axhausen, Cahn and my assistant, Fors- 
berg, claims that they take their origin 
from simple dentigerous cysts. Extensive 
histologic studies carried out by myself 
have now demonstrated the existence of a 
direct connection between the oral epithe- 
lium and the tumorous elements. For this 
reason I consider it most reasonable to 
assume that adamantinomas arise through 
the ingrowth of the oral epithelium, as a 
homologue of the development of the tooth 
itself (Fig. 1G, H and /). I have further 
been able. to establish histologically that 
the tumor tissue invaded and destroyed 
the surrounding osseous tissue (Fig. 1/ 
and K). The account of these cases of 
adamantinoma included a comparison (Ta- 
ble 5) between the results of the treatment 
and the results of the initial treatment to 
which the same patients had been sub- 
jected ; this comparison demonstrated that 
“conservative surgery” resulted in recur- 
rence in almost 100 per cent of the cases, 
whereas radical surgical procedures 
achieved five-year cures in almost 70 per 
cent of the cases. The most important fea- 
ture in the prognosis was the marked 
tendency to recurrence. Support by irra- 
diation did not alter the result. It was 
further established that a proper biopsy 
is one of the most important weapons in 
early diagnosis and, consequently, in the 
fight for a satisfactory result. 

I may also here mention the extremely 
rare mucus-secreting epidermoid tumors 
described by Skorpil, Linell and myself, 
which represent only 2.7 per mill of the 
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TABLE 5.—Outcome of Treatment* 


Followed Up 
Five- Less than Five Relapse; Died 
Year Years; So Far, Died from from 
“Cured” Relapse Tumor Operation 
Radical operation + irradiation 6 1 (2) (1) 1 8 (38) 
Conservative operation = 2 6 
Conservative operation + irradiation.......... 2 (1) 2 (1) 
Irradiation 1 1 2 
6 1 82 (4) 
5 (4) 


Outcome of Initial Treatment** 


Five- 
Year 


Followed Up 
Less than Five 
Years; So Far, 


Cure “Cured” Relapse Tumor Operation 
Radical operation 5 (1) 5 (1) 
Radical operation + irradiation.................... 8 1.) 1 5 (1) 
Conservative operation 1 16 - 18 
Conservative operation + irradiation.......... 1 1 (1) (1) 2 (2) 
Irradiation 2 2 

9 1 20 (3) 1 (1) 5 32 (4) 

21 (4) 


tumors of the jaws. My studies of this 
kind of tumor, which preponderantly af- 
fects women, suggest that its pathogenesis 
resembles that of adamantinoma. Morpho- 
logically, the coexistence of epidermoid 
cells and the secretion of mucus are the 
pathognomonic features (Fig. 1L); also, 
this kind of growth destroys the adjacent 
bone (Fig. 2A and B). The tumor has a 
fairly long history, its duration ranging 
from one to ten years, and it manifests 
itself as a swelling of the bone; the roent- 
gen picture may indicate anadamtinoma 
(Fig. 2C), but the exact diagnosis can be 
established only by a biopsy. The dentist 
is of course not expected or required to 


*Numbers in parentheses denote mucus-secreting tumors. 
**First treatment of same patients, at Radiumhemmet or elsewhere. 


make a subtle differential diagnosis; one 
of the initial symptoms, however, may be 
toothache, and for this reason the dentist 
may be the first person consulted. In such 
cases the possibility exists that he may 
immediately refer the patient to the sur- 
geon. Should he fail to do so he will delay 
the treatment, which consists in radical 
surgical removal. 

The dentist will also encounter other 
diagnostic problems within the pathologic 
picture and the treatment of tumors. Not 
only do epulides and giant cell tumors play 
an important role in the prevention of 


‘cancer, they also present interesting diag- 


nostic features; even if the domain of 


Fig. 2. (opposite) —A (X 180) and B (X 142) mucus-secreting tumor of the jaw, showing dissolu- 
tion of thin bone trabeculae (A). C, roentgenogram of mucus-secreting tumor of the jaw. D and E, 


roentgenograms showing tuberculosis of the alveolar process (H. Thilander). F' and G, microscopic 
picture of alveolar tuberculosis (H. Thilander). G, classic actinomycosis. H, “atypical actinomycosis” 
(granulation tissue) described by author. 
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these tumors cannot be called unexplored, 
it is far from being adequately mapped 
out. Giant cell tumors in certain cases are 
caused by a surgical condition of endocrine 
origin, which is susceptible to surgical 
treatment, eg., hyperparathyroidism 
caused by hyperplasia or an adenoma in 
one of the parathyroid glands. Giant cell 
tumors of this origin have been most thor- 
oughly studied by Hellstrém of the sur- 
gical department of Karolinska sjukhuset, 
Stockholm. In a series of 23 such cases of 
hyperparathyroidism he observed that 
tumors of the jaw were a very early symp- 
tom in no fewer than 5; it may even be the 
symptom that sends the patient to his 
physician via the dentist. Since then Hell- 
strém’s material has increased to twice its 
former size, but the number of tumors of 
the jaws has remained unchanged. The 
reason is that the material is selected, 
and the basis for its selection is another 
point of view, viz., urologic. An interest- 
ing but sad fact demonstrating the great 
importance of the dentist is that Hell- 
strém’s account shows that from one to 
eleven years passed before the diagnosis 
was definitely made—and that is far too 
long! 

Concerning the epulides and their diag- 
nosis, I shall mention only the fact that 
the dangerous ones, with their tendency to 
recurrence after surgical removal, are the 
ones that have a tendency to expand the 
interdental spaces and even produce devia- 
tion of the adjacent teeth; according to 
my experience, this never happens in the 
case of simple granuloma. 

It was another Swede, Hugo Ahlbom, 
who did the pioneer work in another of 
the large areas in this field, namely, that 
of the mucous and salivary gland tumors 
in and around the oral cavity, especially 
those located in the salivary glands them- 
selves. These mixed tumors are typical of 
the salivary glands, and their site in the 
great majority of cases is the parotid gland 


JULY, 1956 


TABLE 6.—Tumors of Mucous and Salivary 
Glands: Incidence in Various Sites 


(Radiumhemmet, Stockholm: H. E. Ahlbom) 


Parotid region 
Submaxillary region 
Sublingual region 
Bucca 
Lip 
External auditory canal and middle ear 
Orbit (lacrimal glands) 
Soft palate 
Tongue 
Oropharynx and tonsillar region 


Hard palate, upper alveolar process, maxillo- 
ethmoid region and nasal cavity 


Nasopharynx 
Larynx and trachea 
Cutis and subcutis 


Total 254 


(75 to 95 per cent) according to various 
statistics (Table 6). They may, however, 
also occur in other locations in the oral 
cavity; Ahlbom’s own account included no 
fewer than 31 oral tumors of this kind, i.e., 
12 per cent of 254 patients had neoplasms 
belonging to the mucous and salivary 
gland group (Fig. 1#) ; in Hayes Martin’s 
series of 62 palatinal tumors, 35 per cent 
were mucous or salivary gland tumors. 

The position and responsibility of the 
dentist in the whole field of cancer prophy- 
laxis, therefore, are most important. Neg- 
ligence on this point costs dearly and can- 
not be made up, for as Omar Khayyam 
wrote in the Rubaiyat, 

The moving finger writes; and having writ 

Moves on: not all thy piety nor wit 


Shall lure it back to cancel half a line, 
Nor all thy tears wash out a word of it. 


Not only in cancer prophylaxis but in 
the fight against the chronic specific in- 
flammatory conditions, tuberculosis and 
(especially) syphilis and actinomycosis, 
is the dentist on the very front line in diag- 
nostics. He plays an important role; these 
conditions have lost a great deal of their 
importance, and so, in some measure, has 
actinomycosis, a condition the prognosis 
of which was thoroughly changed when the 
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use of antibiotics, especially penicillin, 
were introduced. Nevertheless, in order to 
demonstrate that diagnostic problems still 
exist as far as tuberculosis is concerned, 
I shall present some illustrations of an ap- 
parently purely dental condition (Fig. 2, 
D and E) which on microscopic examina- 
tion turned out to be tuberculous (Fig. 2, 
F and G). The case was reported by one 
of my assistants, H, Thilander. 


A number of problems concerning acti- 
nomycosis are still far from being suffi- 
ciently known outside Scandinavia, where 
new ground was broken for the bacterio- 
logic classification of the disease by Per 
Holm, of Statens Seruminstitut in Copen- 
hagen. Essentially on the basis of the 
work carried out by him, new varieties 
have been added to the “classic” form 
(Fig. 2H) described by Langenbeck in 
1845 and subsequently, by Israél in 1878. 
I have never been able to trace Langen- 
beck’s original description, which was that 
of a case of actinomycosis of the lower 
jaw; it was, however, cited in detail by 
Israél. In addition to the “classic” form, 
Per Holm’s research work has added the 
variety that Eiken and Mortens of Den- 
mark have called “atypical actinomycosis,” 
and of which Glahn later collected 94 cases 
at the University Hospital in Copenhagen. 
Later I, myself, added one more clinical 
form, which, however, completely fits into 
the bacteriologic classification outlined by 
Per Holm. I shall, however, not deny that 
future research may add more types. 

Per Holm was able to establish, in 1950, 
the fact that different varieties of ray 
fungi exist, and that “other microbes” are 
also present in every actinomycotic lesion 
in man that contains any such ray fungi. 
Per Holm concluded that neither fungi nor 
the “other microbes” alone are able to pro- 
duce morbid conditions in man, whereas 
when they coexist they become a cause of 
these lesions. Per Holm in 1948 had also 
demonstrated by experience in vitro that 
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indisputably human pathogenic anerobic 
strains of actinomyces are sensitive to pen- 
icillin in the same degree as are staphy- 
lococci. For this reason it was considered 
justifiable to expect that penicillin would 
have a favorable—perhaps even a curative 
—effect on actinomycosis. A very impor- 
tant feature—emphasized, indeed, by Per 
Holm himself—was that these experiments 
did not reveal anything concerning the 
strength of resistance in vivo. In 1951 Per 
Holm arrived at the conclusion that pa- 
tients with actinomycosis may be treated 
adequately as far as the actinomycosis is 
concerned, so that this is killed, but with- 
out the patient’s being cured, and that in 
some cases the persistence of the condition 
depends upon the presence of the “other 
microbes” of actinomycosis, which are 
able to maintain an already established in- 
fection. It has not been proved, however, 
that the “other microbes” are able to pro- 
duce an infection without the presence of 
actinomycetes. The presence of actinomy- 
cetes is a sine qua non; Actinobacillus acti- 
nomycetem comitans appears to be respon- 
sible for the “continued disease” in many 
cases of penicillin-treated actinomycosis. 
Per Holm’s classification of actinomycetes 
comprises four groups, to which more may 
be added in the future. Types I and II are 
said to be responsible for the condition in 
its “classic” form, Type I being identical 
with Actinomyces Israel. These forms, 
particularly when thoracopulmonary or 
abdominal, are fairly resistant to penicil- 
lin ; the cervicofacial forms yield to it more 
readily. Per Holm* has expressed the 
opinion that this peculiar feature depends 
upon anatomic conditions, the location of 
the infection in the inner organs. Types 
III and IV are considered responsible for 
the “atypical forms,” of which one has 
been described by Eiken and by Mortens. 
Clinically this form has features similar 
to ordinary infection in the jawbones— 
osseous foci, an acute course with suppura- 


*Personal communication. 
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tion, a slightly raised temperature, pain, 
tenderness and fairly early abscess forma- 
tion. If left untreated it may also take a 
chronic course with the formation of fis- 
tulas. This condition, consequently, in the 
United States as well as in Scandinavia, is 
frequently mistaken for an ordinary in- 
fection. 

In addition to these two there is the 
form I have described—and if this pecu- 
liar terminology is to be continued I 
might call it “atypical actinomycosis with 
an atypical course’—which differs essen- 
tially in its clinical features. This form is 
best illustrated by a brief outline of a case 
that came under my own observation. The 
patient was a 27-year-old woman who had 
had a wisdom tooth extracted, after which 
she had some trouble with the alveolus. 
A few months later a tumor developed at 
the base of the mandible; it was removed 
surgically, and microscopic examination 
revealed an unspecific granulation tissue 
tumor (Fig. 2/). The tumor recurred 
and the patient promptly came to me. A 
roentgenogram gave negative results. I 
punctured the tumor, giving the needle a 
long path, and aspirated some material for 
examination, but before I received the re- 
port I had hospitalized the patient and was 
treating her with large doses of penicillin, 
1,200,000 units a day, besides which I ad- 
ministered smaller doses into the tumor 
itself. The condition subsided in five days, 
and there has been no recurrence for three 
years. After treatment had been insti- 
tuted, Per Holm’s confirmation of the clin- 
ical diagnosis of “atypical actinomycosis” 
was received. 

This case history indicated, first of all, 
that the organism had probably been in- 
vaded through the alveolus of the wisdom 
tooth; next, that no foci were present in 
the bone, and, further, that a biopsy may 
be insufficient, since microscopic examina- 
tion even later, after the diagnosis had 
been established, failed to demonstrate the 
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diagnosis. Moreover, it demonstrates the 
value of the Per Holm’s bacteriologic clas- 
sification and the prompt and excellent 
effect of large doses of penicillin. It goes 
without saying that dentists must be fa- 
miliar with the “atypical” form; it is 
among the diseases for which the patient 
must be hospitalized for treatment by a 
surgeon, and in its treatment cooperation 
among the dentist, the surgeon and the 
bacteriologist is of the greatest impor- 
tance. 

The second of the large domains com- 
prises problems beyond the responsibility 
of the dentist, including the complications 
and the treatment of major surgical con- 
ditions. Here the physician, and especially 
the surgeon, has to bear the bulk of the 
responsibility. The complications include 
primarily inflammatory conditions in and 
around the tooth organ. Here the chief 
concern, naturally, is the surgical problem, 
although the conditions that may perhaps 
be designated as “medical” should by no 
means be ignored. 

Taking for my point of departure a dis- 
eased tooth, I shall outline the different 
courses open to the directly propagating 
inflammatory process that is not controlled 
by adequate treatment. The inflammatory 
process in question may originate in the 
infected paradentium, apically or margin- 
ally, or, say, from the lower wisdom tooth, 
and, without dealing in detail with figures 
—I should like to demonstrate the great 
degree of parallelism that exists between 
the incidence of caries of the different 
teeth and that of osteitis originating from 
the teeth. I have plotted the figures from 
two different statistics in the same tabu- 
lation. Propagation of the inflammatory 
processes may result in osteitis, diffuse or 
circumscript, and, in the case of the upper 
jaw, also in maxillary sinusitis. The fur- 
ther course of osteitis in these cases may 
differ widely. From the diagram (Fig. 3), 
one might be rather surprised that, con- 
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sidering all the complications that may 
occur, it is possible to survive a diseased 
tooth! Most frequently the development 
will result in a subperiosteal abscess— 
what is called a parulis—which, when it 
perforates, may cause formation of a fis- 
tula, unless it is cured by adequate incision 
and drainage, or it may become encysted. 
These are fairly commonplace develop- 
ments. The whole position becomes far 
more serious if one is faced with a further 
propagation downward or in a posterior 
direction, resulting in the much-dreaded 
and. dreadful phlegmons, which descend 
into the fascial spaces of the neck, follow- 
ing partly the anatomic arrangement and 
partly the law of gravity. In the earlier 
times, which I am old enough to have lived 
through myself, the chances of saving the 
life of a patient when these propagations 
set in were extremely small. The difficul- 
ties were further increased when laryn- 
geal edema threatened to suffocate the 
patient, and an expeditious tracheotomy 
was his only chance. Although there is 
now, by means of treatment with antibiot- 
ics, extensive operations, and the mainte- 
nance of fluid balance, a certain—not quite 
small—possibility of bringing the situa- 
tion under control, these conditions are 
still most serious, ahd, naturally, if devel- 
opments have proceeded so far, a good deal 
beyond the competence of the dentist. The 
patient must be hospitalized and treated 
by a surgeon, preferably one who has spe- 
cialized in this particular field. In addition 
to arising through direct propagation via 
the lymph nodes, i.e., as adenophlegmons 
—and it has been a moot point whether all 
cervical phlegmons are not actually adeno- 
phlegmons—the inflammation may, in my 
opinion, also perforate directly into the 
spaces with their loose connective tissue. 
The osteitis may also terminate fatally in 
another way; death may occur as the re- 
sult of general sepsis or of thrombophle- 
bitis. The dentist’s important and respon- 
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caries. Heavy lines denote odontogenic maxillary 
osteitis; lighter lines, dental caries. 


sible task lies in prophylaxis, as by his 
lege artis treatment of the diseased tooth 
he is the person who, more than anybody 
else, can contribute to the prevention of 
these complications. 

This second group also includes oral 
cancer. I shall outline the therapeutic 
principles in dealing with oral cancer— 
briefly, these principles are similar to 
those generally applied in the United 
States. Three possibilities are open: irra- 
diation, consisting of roentgen or radium 
therapy; surgical removal of the tumor 
either by extensive extirpation or by elec- 
trocoagulation, and, finally, the two pro- 
cedures combined. Treatment must include 
the primary condition as well as the me- 
tastases, if any are present. The choice of 
procedure depends upon the site, the histo- 
logic features and the stage of its advance- 
ment, as well as upon the general condi- 
tion of the patient. 

Cancer of the lip is generally treated by 
irradiation with roentgen or radium nee- 
dles. In Scandinavia this is now estimated 
to yield five-year cures in approximately 
90 per cent of the cases. 

Cancer of the tongue is routinely treated 
preoperatively with teleradium or cobalt, 
during which treatment the size of the 
tumor will decrease considerably. When 
the irradiation reaction has _ subsided, 
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which usually takes about one month, elec- 
trocoagulation of the remnant of the tumor 
is performed. 

Cancer of the gingiva or the palate is 
treated by electrocoagulation of the tumor, 
with immediate implantation of radium 
needles into the cavity. Postoperative de- 
fects must be covered by prostheses. 

The prognosis of oral cancer is gener- 
ally poor—still too poor, although it has 
improved considerably in recent years, 
especially because the diagnosis is made 
earlier; this is of paramount importance. 
For this reason the report on a biopsy 
should be received within forty-eight 
hours; a biopsy made lege artis can hardly 
involve any risk to the patient; but it is a 
sine qua non that treatment can be insti- 
tuted immediately if microscopic examina- 
tion reveals malignant disease. Delay may 
be disastrous. It must therefore be con- 
sidered the rule that the surgeon who is to 
operate upon the patient shall also per- 
form the biopsy. 

The results at Radiumhemmet, given by 
Elis Berven, of the treatment of oral can- 
cer in the two periods 1916 to 1937 and 
1938 to 1947 are presented in Table 6. 


Ahlbom has lucidly demonstrated the 
superiority of the surgicoradiologic proce- 
dure also in the treatment of tumors of 
the mucous and salivary glands, often 
with the postoperative application of ra- 
dium tubes to the cavity itself. It is there- 
fore important that the patient should be 
referred to the surgeon as soon as possible. 
With early treatment the prognosis is not 
too unfavorable; Ahlbom’s account showed 
a five-year cure rate of 25 per cent for 
malignant tumors in 93 cases and included 
a comparison between the results of treat- 
ment of the tumors located in the large 
oral salivary, glands and those in other 
oral regions established a five-year cure 
rate of 25 per cent for the former group 
and no less than 50 per cent for the latter. 
These results are, as far as I am aware, 
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superior to those obtained in other coun- 
tries and reported in other published ac- 
counts. 

Results have later become even better, 
and I shall briefly mention the most re- 
cent statistics from Radiumhemmet, given 
by Edwall and covering the years 1940 to 
1949, for tumors in the parotid region, 
which had an average frequency of recur- 
rence of only 3.6 per cent. For benign 
tumors this rate was 1.2 per cent, and for 
malignant ones, 12.8 per cent. Facial 
paralysis occurred in 6.4 per cent of the 
cases of benign and semimalignant tumors 
and in 24 per cent of the cases in which 
the tumor was malignant. 

Lymphoma colli in a large number of 
cases will turn out to be a metastasis from 
an occult cancer. A _ statistical account 
from Philadelphia, published by Blady in 
1947, showed that more than one-half of 
such lesions—53 per cent—could be traced 
to a primary tumor in the head or the 
pharynx. The fact is not sufficiently rec- 
ognized that a glandular metastasis of this 
kind may be the earliest symptom of an 
otherwise silent cancer, and Hayes Mar- 
tin’s account from the Memorial Hospital 
in New York shows that it was so in no 
fewer than 8 per cent of the cases in which 
the primary focus was located in the oral 
cavity. In searching for the site of the 
primary focus, which it is of paramount 
importance to locate, a thorough examina- 
tion of the oral cavity and the teeth is 
mandatory. All this is the more important, 
because even if the tumor has metasta- 
sized, the prognosis is not quite so un- 
favorable as is generally assumed. Such 
metastases can be successfully removed by 
surgical intervention, and radical, even 
bilateral removal of the cervical lymph 
nodes should be performed. Of course, 
adequate treatment of the primary tumor 
is also necessary. Operable metastases 
are, consequently, treated by extirpation 
(total neck dissection on the affected side) , 


74 


VOL. XXVI, NO. 1 


in most cases after preoperative irradia- 
tion by means of teleradium. If the pres- 
ence of metastases cannot be demonstrated 
clinically, no operation is performed. The 
patient is kept under close observation 
after the primary tumor has been treated, 
and neck dissection is performed only if 
metastases make their appearance. Sand- 
berg’s account from Karolinska sjukhuset 
in the period during which I was myself 
attached to that hospital, comprises 73 pa- 
tients, on 93 of whom neck dissection was 
performed. Only 1 patient died. Follow- 
up examinations, unfortunately not under- 
taken until a year later, showed that 31 
of the 53 patients who were reexamined— 
that is, almost 60 per cent—remained 
without symptoms. In 8 the tumor had 
relapsed. Fourteen had died from cancer 
and 2 from other causes. 

The third principal group comprises 
problems that are common to dentists and 
doctors, in the management of which the 
two constitute a team, so to speak, and 
each has equal responsibilities. 

The diagnosis as well as the treatment 
of the “medical” complications of dental 
disease thus are the responsibility of both 
doctor and dentist. These “medical com- 
plications” were mentioned by the an- 
cients. Hippocrates, the “Father of Med- 
icine,” described a case of rheumatism 
cured by the extraction of a tooth; more- 
over, he mentioned diseases in remote 
organs that had been caused by diseased 
teeth. He and his contemporaries and suc- 
cessors were precursors of the “oral sep- 
sis” of our time, a concept created by 
William Hunter of McGill University in 
Montreal, Canada, in 1910, and compris- 
ing the general disease originating from 
such latent foci. The condition was named 
“focal infection” by the Chicago internist 
Billings in the same year. Its importance 
is great, and the dentist will often encoun- 
ter “quiescent foci” in his daily work. 
Billings’ own account of 577 cases of dis- 
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ease of the joints states that, in his opin- 
ion, the primary focus was located in the 
tonsils in 336 cases and in or around the 
teeth in no fewer than 136 cases—that is, 
in almost 25 per cent. All other points of 
origin, e.g., the prostate (as later demon- 
strated by Romanus at the Karolinska 
sjukhus), the internal female genital or- 
gans, the sinuses, the bronchi and the 
appendix, were each represented by fewer 
than 25 cases. I have treated and reported 
a case of thyroiditis in which such a gene- 
sis must be presumed. It is incontestable 
that, in such tonsillary, dental and para- 
dental foci, pathogenic microbes, often of 
low virulence, are often present; and by 
injections on experimental animals it is 
often possible to induce conditions that 
bear a certain resemblance to certain 
chronic diseases of man. Moreover, Jarlov 
of Denmark has reported that certain con- 
ditions of the joints may become exacer- 
bated after the extraction of teeth. This 
has been taken to mean that there is, at 
any rate, a certain etiologic relation. More 
recent researchers have suggested that 
allergic mechanisms occur in a large meas- 
ure with these conditions. In practical 
work as well as in research, the point is to 
keep one’s balance between extremes: 
Incidit in Scyllam qui vult vitare Charyb- 
dim; he who avoids the Scylla of exagger- 
ated enthusiam, what I have called the 
“American rage,” which holds dental focal 
infection responsible for all known mor- 
bid conditions, will perhaps run the risk 
of ending up in the Charybdis of nihilism, 
which stamps the whole doctrine about 
dental focal infection as black supersti- 
tion. 

Teamwork is similarly called for in the 
treatment of newral diseases of the face. 
Trigeminal neuralgia, too, was described 
by Hippocrates, who was consulted by a 
Phoenician for such a condition. John 
Milton, in Paradise Lost, wrote: “Pain is 
perfect misery, the worst of all evils; and, 
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excessive, overturns all patience.” He 
might well have been referring to the ex- 
tremely violent pain of trigeminal neural- 
gia, which often causes the patient to 
commit suicide. The diagnosis of this dis- 
ease presents a heavy responsibility; 
moreover, in any given case it may be 
highly complicated and difficult to clarify. 
The branches of this nerve run in long, 
narrow canals of bone. If their many 
anastomoses with one another and with 
other nerves play a role, they are exposed 
to numerous impressions throughout their 
course, with ample opportunity for propa- 
gation of the disease. It is possible that 
they do play such a role; Sicher of Chi- 
cago, however, does not hold this opinion. 
An abundance of extracranial local causes 
may be implicated, from simple pulp hy- 
peremia, secondary dentine formation, 


denticles and the effects of smoking a clay 
pipe to the most complicated conditions. 
Indeed, from the diagnostic point of view, 
retrograde pulpitis may contribute a most 
intricate problem, as Sicher pointed out. 


He mentioned a patient who was almost— 
fortunately only almost!—brought to a 
neurosurgeon on this account. Also, im- 
pacted teeth, especially wisdom teeth, may 
produce trigeminal neuralgia, of which a 
number of researchers, among them Rob- 
ert Hertz of Copenhagen, have thrown 
light. More extensive diseases of the jaw, 
such as cysts and tumors, may also cause 
neuralgia. If one is faced with a tumor, 
intense neuralgia always suggests malig- 
nancy, although the fact must not be ig- 
nored that benign tumors, too, may give 
rise to neuralgia. Diseases of the sinuses, 
particularly of the antrum, and empyema 
may also give rise to such neuralgia. — 
Somewhat less varied is the picture of 
facial paralysis. Bafverstedt, my assistant, 
Prof. Berghagen and Anna Nordenskjéld 
have described a peculiar disease, Melkers- 
son-Rosenthal’s syndrome, which is char- 
acterized by recurrent facial paralysis, 
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edema and lingua plicata. Certain of its 
symptoms suggest an allergic or infec- 
tious-allergic genesis, and it has been 
stated that a complete sanation of foci in 
the oral cavity is an important part of the 
treatment of this condition, although the 
aforementioned researchers have admitted 
that this form of therapy has not yet had 
any striking result. 

In the treatment of diseases of the tem- 
poromandibular articulation, intimate 
teamwork is directly called for. The den- 
tist’s special knowledge and ability will be 
most useful in cooperation with the sur- 
geons, and I consider that a larger number 
of these diseases should belong to the den- 
tist’s field of activity than has been the 
case in many places. And in fact, the trend, 
as far as the arthroses of the temporoman- 
dibular joint are concerned, suggests that 
enthusiasm for active surgical treatment, 
with opening of the temporomandibular 
articulation and extirpation of the articu- 
lar disc, is cooling off. This is perhaps a 
favorable trend, since this operation is a 
very large and hazardous procedure, out 
of all proportion to what has been achiev- 
ed; at any rate, in my opinion, it should 
be attempted only as a refugium ultimum. 
I do not hesitate to classify it surgically 
as almost a “hands-off proposition,” and I 
completely agree with Sicher, having been 
able to verify his opinion, that pains 
caused by conditions in the joint are due 
to spasms in the muscles around the joint 
and not to pressure on the posterior auric- 
ular nerve—it would be an anatomic im- 
possibility. All these problems, however, 
are still awaiting their final solution, and 
research should contribute a real effort to 
clearing up the etiologic problems. In 
cases where the occlusal relations are nor- 
mal, other forms of therapy may have to 
be employed, e.g., intra-articular cortisone 
injections of the type reported by the 
Americans, Ensign and Siedler in 1952. 


The treatment of fractures of the jaw 
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likewise rests on teamwork. The surgeon 
is responsible for the larger surgical 
measures, whereas the application of ban- 
dages, especially intra-oral bandages, 
should be in the hands of a dentist special- 
izing in this type of work. 

Also on the very front line of first aid, 
in cases of emergency, is the competent 
person who first sees the patient. He must, 
of course, do what is in his power to save 
the patient’s life; faulty emergency aid 
may forfeit that chance. Two risks 
threaten patients with these conditions: 
hemorrhage and respiratory difficulty, 
which may be so considerable that the pa- 
tient is suffocated. Hemorrhages generally 
are not so violent that they cannot be con- 
trolled by the conventional treatment of 
wounds; but, in cases of severe hemor- 
rhage, ligation to the external carotid 
artery may have to be resorted to. With 
regard to respiratory difficulties, the den- 
tist must also know that when the lower 
jaw is fractured bilaterally the loose frag- 
ment in the middle occasionally is dislo- 
cated posteriorly by the powerful mouth- 
opener; the tongue falls back, so that the 
entrance to the larynx is closed, and the 
patient is suffocated. Placing him in the 
prone position, with-his forehead resting 
on his hands, will be sufficient to cause the 
loose fragment to fall forward so much as 
to prevent suffocation and enable him to 
tolerate transportation to the hospital. 

Not only does the treatment of fractures 
of the jaws call for a team to discharge 
the tasks; the same applies to practically 
all conditions requiring major surgical 
operations on and around the jaws, e.g., 
the surgical treatment of prognathism, in 
which the dentist must decide as to the 
character of the occlusion, the possibility 
of reconstructing the jaw after the opera- 
tion and of making the necessary adjust- 
ments. Finally, he must obtain the neces- 
sary postoperative fixation of the frag- 
ments by means of intraoral bandages. In 
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all treatment of major oral surgical de- 
fects, e.g., those left by resection of the 
jaw, the assistance of the dentist may be 
required. Making the prostheses naturally 
is entirely his responsibility, whether for 
surgical defects or defects due to other 
causes, e.g., traumas, corrosions or burns, 
which are attended by a considerable risk 
of contractures. Certainly, no effort should 
be spared to prevent contracture. 

Above all, if I may repeat myself, I 
should like to reiterate my rule of guid- 
ance: “We must remember that we are 
treating, not the morbid condition by it- 
self, but the patient, a human being.” 


SUMMARY 


The object of this study is to outline the 
vast field of maxillofacial and oral surgery 
and, more particularly, to emphasize the 
importance of teamwork between the sur- 
geon and the dentist. 

The subject has been divided into three 
main groups: one in which the dentist has 
the most important and most responsible 
task; one in which the bulk of the respon- 
sibility falls on the surgeon, and a third 
in which the dentist and the surgeon share 
the task and the responsibility equally. 

In the first group, the dentist is fre- 
quently faced with diagnostic problems, 
the most important of which are presented 
by oral precancerous lesions, certain tu- 
mors of the jaws, including adamantino- 
mas and mucus-secreting tumors, and the 
oral location of the mucous and salivary 
gland tumors; further, the diagnostic 
problems concerning giant cell tumors, 
particularly the epulides, as well as their 
relation to hyperparathyroidism, are dis- 
cussed. 

Special attention is given to actinomy- 
cosis, concerning which the pioneer work 
carried out by the Dane Per Holm is re- 
ported, as well as his division of the actino- 
mycetes into four groups. Three clinical 
forms are described: the “classic” form; 
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the so-called “atypical” form and the form 
first reported by the author. 

The second group, in which the surgeon 
has the main responsibility, covers the 
complications involved by inadequately 
treated inflammatory lesions around the 
tooth, the treatment of which complica- 
tions is beyond the competency of the den- 
tist. The same applies to the treatment of 
oral carcinoma, the early diagnosis of 
which is repeatedly emphasized as the 
most important weapon in the fight against 
cancer. The prognosis, as well as the pres- 
ent-day treatment, is outlined. 

In the third group, “oral sepsis” and 
“focal infection” are dealt with; further, 
lesions of the trigeminal and facial nerves, 
diseases of the temporomandibular joint 
and, finally, fractures of the jaws are dis- 
cussed. All of these conditions call for the 
cooperation of dentist and surgeon on 
equal terms. 


ZUSAMMENFASSUNG 


Das Ziel der vorliegenden Arbeit ist, 
einen Uberblick itiber das umfangreiche 
Gebiet der Kiefer-und Gesichtschirurgie 
zu geben und vor allem die Wichtigkeit der 
Zusammenarbeit von Chirurg und Zahn- 
arzt hervorzuheben. 

Das Gebiet wird in drei Hauptgruppen 
eingeteilt. In einer davon fallt dem Zahn- 
arzt die grésste Verantwortung und Auf- 
gabe zu, in der zweiten dem Chirurgen, 
und in der dritten teilen beide gleichmis- 
sig Aufgabe und Verantwortung. 

In der ersten Gruppe steht der Zahnarzt 
oft diagnostischen Problemen gegeniiber, 
zu denen in erster Linie prikanzerése 
Erkrankungen, gewisse Kiefergeschwiilste, 
einschliesslich der Adamantinome und 
schleimproduzierenden Tumoren, sowie die 
in der Mundhohle gelegenen Geschwiilste 
der Schleim-und Speicheldriisen gehéren; 
ferner werden hier die Schwierigkeiten 
der Diagnose bei Riesenzellgeschwiilsten 
und besonders bei Zahnfleischgeschwiilsten 
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sowie deren Beziehung zur Uberfunktion 
der Epithelkérperchen erortert. 

Besondere Aufmerksamkeit wird der 
Strahlenpilzerkrankung gewidmet. Auf die 
bahnbrechenden Arbeiten des Danen Per 
Holm und auf seine Einteilung der Strah- 
lenpilze in vier Gruppen wird eingegangen. 
Drei klinische Formen der Erkrankung 
werden beschrieben: die “klassische,” die 
sogenannte “atypische” und die erstmalig 
vom Verfasser berichtete. 

Die zweite Gruppe, die dem Chirurgen 
die Hauptverantwortung auferlegt, um- 
fasst als Folge unzureichend behandelter 
entziindlicher Erkrankungen in der Umge- 
bung des Zahnes auftretende Komplika- 
tionen, deren Behandlung iiber die Zu- 
staindigkeit des Zahnarztes hinausgeht. 
Das gleiche trifft fiir die Behandlung von 
Krebsen der Mundhohle zu. Es wird wie- 
derholt hervorgehoben, dass hier die friih- 
zeitige Diagnose die wichtigste Waffe im 
Kampf gegen den Krebs darstellt. Die 
Prognose und die heutige Form der Be- 
handlung werden umrissen. 

In der dritten Gruppe handelt es sich 
um “Oralsepsis” und “Herdinfektionen.” 
Ferner werden Erkrankungen des Tri- 
geminus, des Fazialnerven und der Kiefer- 
gelenke und schliesslich Kieferbriiche 
erértert. In allen diesen Fallen ist die 
Zusammenarbeit von Zahnarzt und Chi- 
rurg in gleichem Grade erforderlich. 


RIASSUNTO 


Scopo di questo lavoro é di sottolineare 
la vastita dei problemi della chirurgia 
orale e maxillo-facciale e di dimostrare 
V’importanza della collaborazione fra chi- 
rurgo e dentista. 

Il campo é stato diviso in 3 sezioni: la 
prima, nella quale la maggior importanza 
spetta all’opera del dentista, la seconda al 
chirurgo e la terza, nella quale chirurgo e 
dentista si dividono in parti uguali le re- 
sponsabilita. 

Il primo gruppo comprende i problemi 
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diagnostici di competenza dei dentisti, fra 
cui il riconoscimento delle lesioni precan- 
cerose, di alcuni tumori della mascella (fra 
cui gli adamantinomi e i tumori mucipari) , 
e dei tumori delle ghiandole salivari a 
sviluppo endoorale. Devono essere inoltre 
presi in considerazione anche i problemi 
inerenti alla diagnosi dei tumori a cellule 
giganti, come gli epulidi, e i loro rapporti 
con l’iperparatiroidismo. 

Una particolare attenzione merita l’acti- 
nomicosi, che é strata trattata in un lavoro 
basilare del Dane Per Holm; sono stati 
descritti 4 gruppi di actinomiceti, mentre 
la malattia comprende tre forme: quella 
classica, quella atipica e quella descritta 
per prima. 

Nel secondo gruppo, quello in cui la mag- 
giore responsabilita spetta al chirurgo, 
sono comprese le complicanze dei processi 
infiammatori peridentali insufficientemen- 
te curate, e la cui terapia va oltre le pos- 
sibilita del dentista. E’compresa, inoltre, 
la cura del carcinoma della bocca—la cui 


diagnosi precoce é l’elemento pitt impor- 
tante nella lotta contro i tumori. 


Il terzo gruppo comprende la sepsi della 
bocca e le infezioni focali, oltre alle lesioni 
del trigemino e del facciale, alle malattie 
dell’articolazione temporo-mandibolare e 
alle fratture della mandibola. Tutte queste 
condizioni necessitano dell’opera combi- 
nata e paritetica del chirurgo e del den- 
tista. 


RESUME 


Cette étude a pour objet le vaste champ 
de la chirurgie maxillo-faciale et de la 
cavité buccale. L’auteur insiste particu- 
liérement sur l’importance du travail 
d’équipe entre le chirurgien et le dentiste. 
Il a divisé son travail en trois groupes 
principaux. 

Dans le premier, la tache et la responsa- 
bilité la plus grande incombent au den- 
tiste. 
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Dans le deuxiéme, le réle du chirurgien 
est prépondérant. 

Dans le troisiéme enfin, une collabora- 
tion étroite entre le dentiste et le chi- 
rurgien est essentielle. 

Le premier groupe traite des problémes 
diagnostiques devant lesquels est souvent 
placé le dentiste; les plus importants sont 
les lésions précancéreuses, certaines tu- 
meurs des maxillaires comprenant les ada- 
mantinomes et les tumeurs muco-sécré- 
tantes ainsi que la localisation dans la 
cavité buccale des tumeurs des muqueuses 
et des glandes salivaires. L’auteur discute 
également le diagnostic des tumeurs a 
myéloplaxes, en particulier les épulides, et 
leur relation avec l’hyper-parathyroidisme. 

Une attention spéciale est accordée a 
l’actinomycose, domaine dans lequel Dane 
Per Holm a fait oeuvre de pionnier; sa 
division des actinomycétes en quatre 
groupes est rappelée. Trois formes clini- 
ques sont décrites: la forme “classique,” 
la forme dite “‘atypique,” et enfin la forme 
que l’auteur de ce travail a été le premier a 
décrire. 

Le deuxiéme groupe, intéressant avant 
tout le chirurgien, comprend les complica- 
tions résultant du traitement inadéquat de 
lésions inflammatoires péridentaires. La 
thérapeutique de ces complications n’est 
plus du ressort du dentiste. I] en va de 
méme pour ce qui est du traitement du 
carcinome de la cavité buccale. L’auteur 
souligne l’importance primordiale du diag- 
nostic précoce, celui-ci étant l’arme la plus 
importante dans la lutte contre le cancer. 
Le pronostic et le traitement actuel sont 
esquissés. 

Le troisiéme groupe traite de la septi- 
cémie buccale et de l’infection focale. Les 
lésions du trijumeau et des nerfs faciaux, 
les affections de |’articulation temporo- 
mandibulaire, et les fractures des macho- 
ires sont discutées. Toutes ces affections 
réclament une collaboration étroite entre 
le dentiste et le chirurgien. 
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Orthopedic Surgery 


Post-Traumatic Os Trigonum 


ERSISTENT achillodynia should lead 
P to the tentative diagnosis of os tri- 
gonum. The diagnosis should be 
corroborated by a history of injury to the 
foot in jumping or of continuous micro- 
trauma in toe dancing. The injury may 
have caused a fracture in the tarsal region 
or the ankle, or it may only have produced 
a severe sprain; nevertheless, it may si- 
multaneously have traumatized an exist- 
ing os trigonum, contusing, subluxating or 
even displacing it, after stretching or tear- 
ing the fibrous capsule that unites it to the 
posterior tubercle of the astragalus. Since 
the lesion is chronic, the patient hardly re- 
members its onset. 

Anatomic Features.—Os trigonum is an 
accessory bone located posterior to the 
tubercle of the talus, to which it is at- 
tached by a fibrous capsule and from which 
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A _ (Case 1), asymptomatic os trigonum caused by chronic arthritis of tarsal articulations. B, 
(Case 2), os trigonum in dancer who had sustained an injury of the foot. Note triangular segment 
of bone separated from tubercle of talus. C (Case 3), irregularly shaped os trigonum with almost 


it is separated by a thin layer of hyaline 
cartilage. The line of division may be 
hardly detectable, or it may be a few mil- 
limeters wide, sharply outlined, smooth 
and equal in width throughout. The ossi- 
cle may be triangular, wedge shaped, oval 
or circular. It may be in one piece or frag- 
mented; it may occur in one foot or bilat- 
erally. It is observed in about 8 per cent 
of all roentgenograms of this region. 
Clinical Signs.—Os trigonum may exist 
asymptomatically throughout life and be 
disclosed only casually in a roentgenogram. 
After it has been traumatized, however, 
the cardinal symptom is pain in the form 
of persistent achillodynia. The pain ex- 
tends from the achilles tendon along the 
calf, the thigh and the small of the back. 
The pain may be constant. It may abate 
and recur after a sudden twisting of the 
ankle joint with the foot in plantar flexion, 
as in any activity on tiptoe. In addition to 


invisible line of separation from tubercle of talus. 
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pain, there is limited motion of the ankle. 
The lesion being chronic, there are no vis- 
ible signs of injury; nevertheless, a healed 
fracture in a roentgenogram of the tarsal 
or ankle bones bespeaks an old injury to 
the foot. Sharp tenderness is elicited by 
deep palpation, lateral to the tendon and 
directed diagonally towards the talus. Ex- 
treme plantar flexion causes severe pain. 

Injury to the os trigonum must be dif- 
ferentiated from fracture of the posterior 
tubercle of the astragalus (the Shepherd 
fracture). With the latter the patient re- 
calls a history of trauma to the foot in 
jumping, followed by pain, swelling, ten- 
derness and roentgenographic evidence of 
injury. The fracture shows, behind the 
talus, a fragment separated from it by an 
irregular, uneven line, while an injury to 
the os trigonum characteristically has a 
smooth, even line of separation from the 
talus. Bilateral roentgen evidence of the 
ossicle strongly indicates a lesion of the os 
trigonum. 

Sixteen cases of post-traumatic os tri- 
gonum have come under my observation. 
In 5 of them the condition healed under 
conservative therapy; in the others it re- 
quired operative removal of the bone. 
Three typical cases are here reported. 


REPORT OF CASES 


CASE 1.—A patient complained of pain in 
the ankle caused by chronic arthritis of the 
tarsal articulations. An asymptomatic os tri- 
gonum was observed in a roentgenogram of 
the painful foot. The ossicle appeared bilater- 
ally. It caused no deep tenderness, nor did it 
limit motion of the ankle (see illustration, A). 

CASE 2.—A dancer had sustained an injury 
to the foot about eight months prior to exam- 
ination. She complained of constant achillo- 
dynia. The pain was referred to the calf and 
up to the small of the back. Tenderness was 
present on deep palpation behind the archilles 
tendon. The roentgenogram showed a trian- 
gular segment of bone separated from the 
tubercle of the talus (see illustration, B). Con- 
servative treatment having failed, it was re- 
moved by operation. 


GOTTLIEB: OS TRIGONUM 


CASE 3.—A patient had sustained an injury 
to the ankle joint many months prior to exam- 
ination. The symptoms were pain in the re- 
gion of the achilles tendon, extending to the 
small of the back, and decided tenderness on 
deep palpation in front of the tendon. The 
roentgenogram showed an irregularly shaped 
os trigonum with an almost invisible line of 
separation from the talus (see illustration, C). 
Four weeks of immobilization of the ankle 
joint having failed, the ossicle was surgically 
removed. 


Treatment.—The pathologic picture be- 
ing that of a damaged joint capsule, with 
or without separation of the bone, immo- 
bilization of the ankle in plantar flexion 
in a plaster of paris cast may produce 
healing in about four weeks. If immobili- 
zation preceded by procainization fails to 
reunite the capsule, or if the ossicle is too 
widely separated from its parent and re- 
union will not take place, operative re- 
moval is indicated. 


The Operation.—The foot is placed in 
dorsal flexion in order to free the ossicle 
from its narrow space. The incision is 
made on the fibular side of the achilles 
tendon. Through the deep layer of fat in 
the triangular space the bone fragment is 
loosened, separated from its fibrous junc- 
ture, digitally or with a gouge, or both, 
and lifted out. A few subcutaneous catgut 
sutures and several cutaneous sutures 
complete the operation. 

The patient is permitted to bear weight 
in a few days. The joint is not immo- 
bilized. 


SUMMARY 


Os trigonum is a variation of the skele- 
tal structure of the foot. It may exist 
asymptomatically throughout life, but af- 
ter injury of the ankle, macrotraumatic or 
microtraumatic, it may be sprained or dis- 
placed. This causes chronic pain at the 
back of the heel, in the calf and even in 
the small of the back. 


The diagnosis and treatment of os tri- 
gonum are described. 
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RESUME 


L’os trigone peut subsister durant toute 
la vie sans présenter de symptémes, mais 
il peut se luxer ou se déplacer aprés une 
lésion macro- ou microtraumatique de la 
cheville, causant ainsi des douleurs chro- 
niques de la partie postérieure du talon, 
du mollet, et méme de la partie dosale in- 
férieure, Le diagnostic et le traitement du 
traumatisme de !’os trigone sont présentes. 


RIASSUNTO 


L’osso trigono é una anomalia dello 
scheletro del piede che pud restare asinto- 
matica per tutta la vita ma che pud lussarsi 
in seguito a traumi piccoli o grandi dell’ 
anca. Cagiona, cosi, un dolore continuo 
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nella parte posteriore della caviglia, o 
anche al polpaccio. Viene tratteggiata la 
diagnosi e la cura di questa affezione. 


ZUSAM MENFASSUNG 


Das Os trigonum stellt eine Variation 
des Fusskeletts dar. Es kann das ganze 
Leben hindurch ohne Symptome zu verur- 
sachen bestehen. Nach schweren oder 
leichten Verletzungen des Fussgelenks 
jedoch kann es verstaucht oder verrenkt 
werden, Das fiihrt zu chronischen Schmer- 
zen an der Hinterflache des Hackens, in 
der Wade oder sogar in der unteren Riik- 
kengegend. Die Diagnose und Behandlung 
des verletzten Os trigonum werden be- 
sprochen. 


Nothing could be more absurd, nay atrocious, than the means judicially resorted 
to... to detect witchcraft . . . It was asserted that a witch, even while enduring the 
pangs of torture, could only shed three tears, and these from the left eye; this was 
considered a sufficient proof of guilt by the judges of the day! 


The preservatives against witchcraft were as absurd as the fear it inspired: some 
hair, parings of nails, or any part of a person bewitched, were put into a stone bottle 
with crooked nails, then hung up the chimney; this expedient occasioned most hor- 
rible tortures to the witch until the bottle was uncorked. Witches, moreover, cannot 
pursue their victims beyond the middle of a running stream, provided the fugitives 
had been baptized. I have even now a patient under my care who fancies himself 
bewitched, and asserts that the only way to guard against the evil is by driving a 
nail in the impress left by the witch’s foot on the threshold, when she will discontinue 


her visits, 
—J. G. Millingen, Circa 1839 


| 


Proctologic Surgery 


served in the stomach and small intes- 

tine, are rare in the colon, the iliocecal 
region and the rectum. In a review of rec- 
tal malignant tumors, Postlethwait re- 
ported 2 cases of lymphosarcoma in a 
group of 441 cases. In this clinic, a group 
of 374 cases of malignant tumors of the 
rectum and colon from 1938 to 1956 in- 
cluded none of this type. 

Lymphosarcomas are neoplasms of the 
lymphoid system. They may occur at any 
age but are most common between the ages 
45 and 61. The incidence is higher in men 
than in women. Starting from the sub- 
mucosa, they usually develop on the ante- 
rior surface and are generally encountered 
at the rectal ampulla, though sometimes 
near the anorectal line. Circumferential 
infiltration is their special characteristic. 
The clinical signs do not differ from those 
of other rectal tumors. 

Lymphosarcoma has an insidious begin- 
ning. On palpation the mass feels soft 
under the mucosa. The surface is dotted 
with ulcerations and foci of bleeding and 
necrosis. In general, the lymph nodes in 
the pararectal tissues are enlarged. The 
lumen of the rectum is narrowed because 
of the circumferential manner of infiltra- 
tion. Growth is rapid, spreading over sev- 
eral months. Lymphosarcomas are sensi- 


though frequently ob- 
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Rare Malignant Tumors of the Rectum: 


Lymphosarcoma and Melanoma 


CEVIK ALP, M.D., F.I.C.S. 
ISTANBUL, TURKEY 


tive to roentgen rays, and in some in- 
stances roentgen therapy has stopped the 
progress of the malignant disease; never- 
theless, recurrence is common. The life 
expectancy is about two years. 


CASE 1. (Lymphosarcoma of the rectum in 
a man 34 years of age, reported through the 
courtesy of Prof. Kazim Ismail Giirkan) .— 
The chief symptom was copious bleeding dur- 
ing defecation. Constipation had been present 
for two months and had resisted all medication 
and treatment except irrigation. Bleeding be- 
gan at the time constipation set in and varied 
from slight to abundant discharge of blood 
mixed with the feces. A first diagnosis had 
attributed the bleeding to hemorrhoids, which 
were present. Digital examination revealed no 
abnormality. Rectoscopic examination by Pro- 
fessor Giirkan disclosed a hemispheric tumor 
on the posterior surface of the rectal ampulla 
(at 15 cm. point, Fig. 14); this had not been 
obvious to the palpating finger. The mucosa 
over the tumor was gray and dotted with 
bleeding ulcerations. 

General physical examination and laboratory 
work gave negative results. 

Perineal resection of the rectum above the 
ampulla was carried out. The pararectal lymph 
nodes were removed and the rectosigmoid fixed 
to the perineum. 

Macroscopically, the tumor was a round, 
white hard mass 6 cm. in diameter and located 
9 cm. from the anal ring. 

Microscopically, there were aggregates of 
atypical cells with round hyperchromic, some- 
what pheochromic nuclei, most of them with- 
out cytoplasm. Mitotic figures, reticulum cells 
and areas of red cell infiltration were also ob- 
served. The peripheral areas showed numerous 
blood vessels in a necrotic hemorrhagic area 
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(Fig. 1B). The diagnosis was lymphosarcoma. 

A few weeks after the operation the patient 
had twenty sessions of high voltage roentgen 
therapy, focused on the inguinal lymph nodes, 
the abdomen and the perineum. In the third 
postoperative month incontinence disappeared 
and evacuation became normal, but ten months 
after the operation the patient complained of 
abdominal pain. On examination a mass ex- 
tending from the pubis to the umbilicus was 
disclosed. In the eleventh postoperative month 
a metastatic tumor the size of a tangerine was 
observed in the superior lobe of the left lung, 
and a month later another at the apex of the 
right lung. Death took place a few weeks 
thereafter. 

According to world statistics, about 1.6 
per cent of all melanomas are anorectal. 
Their incidence is greater in male than in 
female patients. The tumor develops at 
the anus and spreads toward the rectum. 
It originates from the pigmented and den- 
dritic cells occupying the deepest layer of 
the skin. With the appearance of ulcera- 
tion the characteristic dark blue color 
changes to black. 

In some quarters the opinion prevails 
that an anorectal melanoma originates 
from a nevus near the anus, but this view 
is not unanimously held. Though the pri- 
mary tumor may be very small, it is the 
source of large metastatic tumors in the 
liver and the inguinal and sacrococcygeal 
lymph nodes metastasizing by way of the 


portal system and lymphatics, 
CASE 2 (Melanoma of the anus in a 64-year- 
old man).—The chief complaints were tumor 
in the anal area, frequent evacuation and 
bleeding, associated with marked loss of 
weight. Six months earlier the patient had 
felt a mass near the anus and on examination 
found that it was an enlargement of a nevus 
that had been present since childhood. Though 
small in the beginning, the mass gradually 
enlarged, and swellings appeared around it. 
External examination revealed a hard black 
tumor about the size of an apple in the left 


Fig, 1 (Case 1, opposite).—A, gross specimen of 
lymphosarcoma, showing tumor 6 cm. in diameter. 
There is bleeding at some points. B, microscopic 
view, showing atypical cells (see text). Note 
numerous blood vessels in peripheral hemorrhagic 
necrotic area. 
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lower abdominal quadrant. The mass was 
lobulated and showed an ulcerated crater. 
Digital examination disclosed hard, smooth 
masses, ranging from the size of a pea to that 
of a chestnut, covering the posterior surface 
of the ampulla to 8 cm. above the anus. The 
superficial and deep inguinal nodes were not 
palpable. General physical and laboratory 
work gave negative results. 

The rectal ampulla and the retrorectal lymph 
nodes were removed by perineal resection. 


Macroscopically the tumor was hard and 
black, with some ulcerations (Fig. 2A). 

Microscopically, epithelial and atypical cells 
filled spaces between bands of fibrous tissue. 
Many of the cells contained melanin. The 
atypical cells had round or oval vesicular or 
mitotic nuclei in the cytoplasm (Fig. 2B). The 
diagnosis was malignant melanoma. 

The patient returned for periodic checkups, 
and at the time of writing, two years after the 
operation, there has been no recurrence or 
evidence of disease. 


SUMMARY 


Two cases of sufficient interest to war- 
rant reporting were 1 case of lymphosar- 
coma and 1 of melanoma of the anorectal 
region. The patient with lymphosarcoma 
obtained temporary benefit from perineal 
resection followed by radiation therapy, 
recurrence taking place within ten months 
and death within a year. In the case of 
malignant melanoma perineal resection 
gave good clinical results, and after two 
years the patient was still well, with no 
evidence of recurrence or metastasis. The 
lymphosarcoma occurred in a young adult, 
and the melanoma originated in a nevus. 


RIASSUNTO . 


Vengono presentati due casi abbastanza 
interessanti, un linfosarcoma e un mela- 
noma della regione perineale. I] primo fu 
sottoposto a resezione e roentgenterapia, 
con un transitorio successo; recidivé dopo 
10 mesi e mori entro l’anno. Nel secondo 
(un melanoma maligno) la resezione del 
perineo fu seguita da successo e il paziente 


ALP: MALIGNANT TUMORS OF RECTUM 


é ancor vivo dopo due anni e senza segni 
di recidiva o metastasi. 


Fig, 2 (Case 2).—A, gross specimen of malignant oe: 
melanoma (see text). Tumor was hard and black, 25 
with foci of ulceration and bleeding. B, micro- aes 
scopic view, showing epithelial and some atypical Paes 
cells, many of which contained melanin. a 
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Il linfosarcoma si era manifestato in un 
giovane, il melanoma era iniziato da un 
nevo. 


ZUSAM MENFASSUNG 


Es liegen zwei Fille vor, die interessant 
genug erscheinen, veréffentlicht zu wer- 
den. Es handelt sich um ein Lymphosar- 
kom und um ein Melanom der Anorektal- 
gegend. Der Kranke mit dem Lymphosar- 
kom erfuhr eine zeitweilige Besserung 
nach perinealer Resektion und anschlies- 
sender Bestrahlungsbehandlung. Es kam 
zu einem Riickfall nach zehn Monaten, und 
der Tod trat innerhalb eines Jahres ein. 
Im Falle des bésartigen Melanoms fiihrte 
die perineale Resektion zu guten klinischen 
Ergebnissen. Nach zwei Jahren war der 
Kranke noch in gutem Zustand und bot 
keine Anzeichen eines Riickfalls oder von 
Metastasen. Bei dem Lymphosarkom 
handelte es sich um einen jungen Er- 
wachsenen. Das Melanom war aus einem 
Naevus entstanden. 


RESUME 


L’auteur rapporte deux cas: un cas de 
lymphosarcome chez un adulte jeune, et 
un cas de mélanome de la région anorectale 
(naevus). Le premier fut amélioré tempo- 
rairement aprés une résection périnéale 
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suivie d’irradiation; récidive dix mois plus 
tard, décés au bout d’un an. Dans le 
deuxiéme cas la résection périnéale donna 
de bons résultats cliniques. Deux ans 
aprés le patient continue a bien se porter ; 
pas trace de récidive ni de métastase. 
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Cancer. 


The joys of the physician are scant; here and there a patient’s faithful attach- 
ment; occasionally, but not often, with pecuniary reinforcement; gratefulness for 
the utmost fulfillment of duty, even for sacrifices, is rare. The satisfaction of having 
achieved a successful cure, the consciousness of having done his duty: that is gen- 
erally the most a physician can attain. 


—Billroth 


number of the less favored peoples 

of the world. Recent military cam- 
paigns have shown others the gravity of 
this menace to public health. The literature 
on the subject is voluminous, and I intend 
to confine this paper essentially to the colo- 
proctologic aspects of Schistosomiasis 
japonica. 

Life History of the Parasite.——It may 
not be amiss at this point to recall the more 
salient features of the life cycle of this 
monosexual, viparous flatworm, the only 
trematode with bisexual adults. Blood 
flukes have a more or less stereotyped 
story, and the following description of the 
life cycle of Schistosoma japonicum may 
be considered representative of the group, 
the differences lying in the biologic spe- 
cificity of the host snail. 

The adult parasites live and feed on the 
nutriment-laden portal blood (in which 
Fujinami first demonstrated the female in 
1904), usually in the intramural radicles 
of the superior mesenteric vein, although 
they may be observed swimming against 
the blood current in the pelvic venous 
bed, especially in the tributaries of the 
inferior mesenteric vein as the superior 
hemorrhoidal plexus. The male (6 to 20 
by 0.5 mm.) carries his longer and more 
slender mate (7 to 25 by 0.3 mm.) for the 
greater part of her life in his gynecophoric 
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Schistosomiasis from the Proctologist’ S 


Point of View 
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canal, a groove formed by the ventral cur- 
ling or infolding of his body posteriorly. 
This apparent splitting of the male’s body 
inspired Weiland in 1858 to give the genus 
its name. For some unknown reason para- 
sites in the systemic circulation, unlike 
those in the portal circulation, die out soon 
enough, becoming parasitic emboli that 
may or may not initiate local pathologic 
processes. At the age of 1 to 2 weeks the 
adolescent male meets a female, and then 
he locks her in his gynecophoric canal. 
Thus locked, the couple swims against the 
portal blood current to the finest venous 
radicles in the mesentery, the trip taking 
another week or two. From then on the 
female is unclasped and travels alone, 
crawling with her sucker, the reduced bulk 
allowing her to move as far as the submuco- 
sal plexus of the intestine. As she swims 
against the blood stream with her head 
foremost, she soon comes to a point where 
she can progress no farther; thus she 
mechanically plugs and dilates the fine 
venule. In a patient with a cirrhotic liver 
this dilatation is further aided by the rela- 
tive anoxia caused by the obstructed bile 
flow. The female gradually withdraws, lay- 
ing one fertilized egg after another, end-to- 
end (10 to 98 by 50 to 60 microns) , with the 
rudimentary terminolateral knobby spines 
directed backward. The arrangement helps 
to prevent the eggs from drifting back 
into the circulation, which is also being 
blocked distally by the male worm. An 
oviposition proceeds ; the female withdraws 
gradually into the larger tributaries, so 
that the walls of the venules, previously 
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dilated by the head of the worm, collapse 
over the much longer eggs and further 
prevent them from being swept back into 
the circulation. (S. japonicum eggs were 
first demonstrated in an adult male Filipino 
who died of terminal bacterial infection.) 
The blood vessel is thus transformed into 
a beaded tube almost completely obstructed 
by the eggs. Oviposition continues methodi- 
cally, so that, once a small vessel is filled, 
the process is repeated in an adjacent 
larger vessel. It is theorized that most of 
the ova are trapped, only those in the 
superficial] part of the mucosa being lib- 
erated. 

As a rule maturation is rapid, and the 
egg develops into an embryo, a ciliated lar- 
va called the miracidium, which then starts 
secreting a semiviscose, irritating lytic 
fluid that spreads in a raglike pattern over 
the immediate vicinity and weakens the 
vessel wall upon contact. Among the fac- 
tors that help directly or indirectly in ex- 
trusion of the egg are (1) the cytolytic 
ferments that ooze out of the submicro- 
scopic pores in the eggshell, which initiate 
a proliferative endothelial reaction that 
covers the egg and also helps to digest the 
wall; (2) undue distention of the vascular 
wall by the larger, unyielding eggshell, 
further thickened by an endothelial en- 
velope; (3) rising intravascular pressure 
against the mechanical obstruction pro- 
duced by the egg, the ovipositing female 
and the circulating blood, and (4) in- 
creased peristalsis of the irritated bowel. 
The small vessel finally ruptures, and thus 
the egg escapes with a small amount of 
blood, which may be noticed coating the 
formed fecal mass. Eggs that have been 
trapped in the deeper portions of the 
mucosa and submucosa will probably re- 
main there-unless they are evacuated as a 
small rupturing abscess, after ulceration 
of the overlying epithelium. 

The foregoing account explains (1) why 
only mature eggs, even if degenerated, 
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may be observed in the feces, and (2) 
why eggs are usually present in the outer 
surface of the fecal mass. These are points 
of considerable practical importance in the 
collection and examination of fecal speci- 
mens. 

The escaped eggs soon come into contact 
with water; the force of habit and the 
exigencies of an agricultural life cause the 
stools to be evacuated near rice paddies 
or irrigated fields. Owing to a difference 
in osmotic pressure, the egg imbibes water, 
and, as the intraovular pressure increases, 
the eggshell cracks and finally bursts open, 
liberating a free-swimming ciliated larva. 
A chemotactic tropism attracts the para- 
site to the specific snail host. In the case 
of S. japonicum, this will be one of the 
several species inhabiting only the coun- 
tries bounding the China Sea; in my native 
Philippines it is the Oncomaenia quadrassi. 
This host the parasite must seek within 
twenty-four hours if it is to continue its 
development. Unsuitable snails have been 
known to repel the parasite. It penetrates 
the snail with the aid of a secretion from 
the retort-shaped glands on each side of 
the flask cells in the head. It enters the 
lymph spaces in the snail, loses its cilia 
and becomes transformed into a secondary 
sporocyst. It marches further into the 
lymph spaces of the liver and gonads of 
the snail to be transformed into a primary 
sporocyst, all this taking place within two 
weeks time (five to seven weeks after the 
start). It then leaves the snail as a free- 
swimming, infected fork-tailed cercaria 
0.15 mm. long. There is conflicting evi- 
dence as to the role played by such factors 
as light, temperature, pH, and moisture on 
the emergence of the cercaria from the 
snail. It swims vigorously for twenty-four 
to thirty-six hours and then attaches itself, 
much like a mosquito wriggler, to the un- 
dersurface of the water, where other of its 
species tend to collect and wait for the 
unwary final human host. 
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Human infection starts when the bare 
skin comes into contact with infected 
water. As the unwary, unprotected and 
unshod farmer works in the fields watered 
by infested streams or fertilized by his 
own excrement, the cercaria is drawn to 
his skin, probably by the heat. The water 
film evaporates from the surface of his 
skin, decreasing its surface tension and 
forcing the cercaria to burrow both me- 
chanically and chemically into the skin for 
protection, leaving its propelling tail be- 
hind. The cercaria has five pairs of pene- 
trating glands, which secrete a proteolytic 
substance that enables it to penetrate the 
skin of the host. 

The route taken by the parasite from 
here was studied and proved by Miyagawa 
as early as 1912 to 1918. In ten to twenty 
minutes the parasite has digested its way 
through the epidermis and is soon safely 
worming itself into the cutaneous capil- 
laries, which it reaches in sixteen to twenty 
hours. It may, however, be trapped in a 
small lymphatic aggregate at this stage. 
Four hours later it enters a small periph- 
eral vein. At this stage the organism 
measures 53 microns wide. From the periph- 
ery the return circulation carries it, now 
a schistosomula, into the lungs, whose cap- 
illary infiltration it achieves in four days. 
(It is to be remembered that once the skin 
has been traversed, no known antiseptic 
is effective against the organism.) The 
schistosomula is then pumped out of the 
pulmonary circulation into the systemic 
abdominal circulation. About one month 
later the schistosomula will have proceeded 
to swim, carried by the blood current, 
though the mesenteric arteries, the intesti- 
na] capillaries and the superior mesenteric 
vein to its habitat, the intrahepatic portal 
spaces. 

Feeding upon the nutritious portal blood, 
the male parasite grows rapidly, and after 
a fortnight of adolescence he gathers 
enough courage to seek a mate and lock 
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her into his gynecophoric canal. With his 
mate locked in his clasp, they swim against 
the blood current to the ileocolic and colic 
branches of the superior mesenteric artery 
and to its lower branches, the hemorrhoidal 
plexus, so that, four to six weeks after the 
original invasion of the skin, eggs may be 
observed in the feces. The parasites feed 
upon the blood, digesting the hemoglobin 
and converting it into hemosiderin or hem- 
atin, much in the manner of the malarial 
plasmodia. This pigment is regurgitated 
by the parasite and then taken up by the 
reticuloendothelial system, e.g., the histio- 
cytes of the liver and spleen. The decom- 
position product is identical with malarial 
pigment in appearance, distribution and 
microchemical reaction. The same pigment 
is responsible for discoloration of the bowel 
wall and its regional nodes. The parasite 
excretes an increasing aggregate of me- 
tabolites, which cause the local reaction 
in the tissue and the general or systemic 
effects upon the body, supposedly on an 
allergic basis. 

There are a few points that need further 
clarification. How old can a 8. japonicum 
become? Bracken expressed the opinion 
that the parasite may live from five to 
fifteen years; Hayward computed it at 
thirty years not S. japonicum). Christoph- 
erson and Fanley reported that worms 
had remained in a patient for fifty-seven 
years without reinfection. Segard went 
further, claiming that the parasite may 
stay for the lifetime of the host, depositing 
eggs all the while, and may even live 
longer than the host. One consoling fact 
is that the parasite could not reproduce 
without the aid of its intermediate host, 
the snail. It should be remembered, how- 
ever, that oviposition should not be taken 
as an accurate index of the presence of 
the worms, for, as the disease progresses, 
more eggs remain in the intestinal wall 
and more are carried to the liver, while 
the number extruded in the feces is de- 
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creased. Besides, a predominantly male in- 
fection will cause little oviposition. Jn 
vitro experiments have shown that the 
adult worms can survive for five days 
under complete anerobiosis. 

This brings up the point of the sex 
ratio. Normally equal numbers of male 
and female parasites migrate to the intesti- 
nal wall, although experimental infestation 
has always shown predominance of the 
male. Girges expressed the opinion that 
infestation with the male, exclusively or 
predominantly, is associated with more 
damage to the viscera, because it is the 
male that causes the damage during his 
sojourn in the liver. Besides, in cases of 
predominantly male infestation, though 
the ova are passed, the symptoms of tox- 
emia are severe. Probably the male, after 
mating, drifts back to the liver, causing 
portal cirrhosis. Billings stated that the 
individual snail is infected with larvae of 
only one sex and that it is necessary for 
the development of disease in mammals 
that cercaria of both sexes, at the undif- 
ferentiated stage, should enter the host. 
Sevringhaus has shown that in unisexual 
infestation with S. japonicum the male 
normally attains sexual maturity in due 
course; but in unisexual female infestation 
the female does not reach sexual maturity. 
The possibility that the male may become 
a hermaphrodite in laboratory animals has 
been demonstrated. 

What alternative mammalian hosts are 
liable to schistosomiasis? Most if not all 
mammals could be infected by S. japonica, 
and in most of them it is capable of devel- 
oping through its full life cycle. It may 
infect dogs, cats, field mice, horses, sheep, 
cattle, water buffalo and even birds. Ma- 
gath claimed that, owing to the small cali- 
ber of the vessels in the bowel wall of the 
wild rat, the female parasite usually de- 
posits her eggs close to the portal vein 
and that they are swept to the liver rather 
than to the intestinal wall. The wild rat, 
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therefore, cannot disseminate the disease 
widely, even if it can serve as an alternate 
host. 

Can foci of S. japonicum develop in the 
United States? Hayward stated that ex- 

2rimental work has failed to produce 
infestation of snails indigenous to that 
country. Cram and Files in 1946 reported 
that 1.9 per cent of snails from the lake on 
the campus near Louisiana State Universi- 
ty have shown cercariae of Schistosoma 
mansoni after experimental exposure to 
the parasite. 

The biologic differences between S. jap- 
onicum, S. mansoni and Schistosoma hema- 
tobium explain the difference in specificity. 
The first-mentioned matures much earlier 
than do the other two (twice and four 
times as fast respectively). Thus the para- 
site is induced to locate a shorter distance 
from the liver, in the enterocolic circula- 
tion, while the other two lay their eggs 
much farther away, in the vesical plexus. 
S. japonicum appears to cause more severe 
disease and to be more resistant to chemo- 
therapy, than do the other two, which 
probably is due to the greater number of 
eggs deposited by the first S. japonicum 
also matures much faster than do its two 
relatives. 

Symptoms.—The clinical course of the 
disease has been divided into stages that 
correspond to the stages in the life cycle 
of the offending parasites. They are: 

1. Incubation period: invasion, migra- 

tion, maturation. 

2. Acute dysentery: egg deposition and 

extrusion. 

8. Chronic fibrotic stage: reactive fibro- 

sis and irreversible visceral damage, 

The incubation period is marked by local 
and general manifestations. Locally, sharp 
needling or stinging pains, followed by an 
irritative mild cutaneous rash or even ac- 
tual dermatitis, occur soon after the skin 
is invaded (this corresponds with penetra- 
tion of the skin and invasion of the sub- 
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cutaneous tissue). The genera] symptoms 
include an irritating, frequent and usually 
unproductive cough (though occasionally 
productive of viscid mucus), which ap- 
pears within a few days (this corresponds 
to the parasites’ penetration of the pul- 
monary fields). Subsequently, in two 
weeks, more intense and generalized urti- 
caria appears, associated with such general 
toxic symptoms as headache, fatigability, 
mental dullness and anorexia. These symp- 
toms are allergic reactions to the metabo- 
lites secreted by the worms as they lie more 
or less in the terminal vessels. There is 
some epigastric fullness, with tenderness 
in the upper part of the abdomen, which 
soon spreads al] over the abdominal area; 
it may persist as actual pain four weeks 
later, and this corresponds to the migration 
and maturation of the flukes in the portal 
circulation. 

Then, suddenly, painful bowel move- 
ments occur; stools mixed with blood and 
flecks of mucus are passed, and the ab- 
dominal symptoms are accentuated. This 
corresponds to deposition of the eggs in 
the intestinal wall and their subsequent ex- 
trusion into the lumen. Infestation with S. 
mansoni, instead of causing constipation 
or diarrhea, causes constipation alternat- 
ing with diarrhea. An acute fulminating 
type of dysentery may occur in cases of 
particularly heavy infestation, associated 
with the formation of miliary abscesses in 
the liver and in other organs and tissues. 

The severity of the symptoms varies. 
What is more usual is severe acute dysen- 
tery, less intense than the preceding type; 
the onset may even be slow and insidious, 
and in a few instances no symptoms what- 
ever are present. The dysenteric attacks 
may pass off easily but are prone to recur, 
though at longer and longer intervals if 
no reinfestation occurs. The toxic symp- 
toms vary in intensity depending upon the 
severity of the infestation. 

The third stage is characterized by evi- 
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dences of portal obstruction, hepatic cir- 
rhosis and proliferative and degenerative 
changes in the colon, rectum and anus. 
Intestinal manifestations can appear only 
if there both male and female worms; 
if the infestation is purely or mainly male 
there will be more hepatosplenic lesions, 
but the toxemia will be just as severe or 
even more so. The symptoms are generally 
mild in the Philippine native population, 
probably because, as has been suggested 
in the case of S. mansoni among the 
Africans, the people have acquired partial 
immunity as a result of frequent exposure 
since infancy. Furthermore, the apparent 
endemicity of the disease is but an expres- 
sion of the degree of infestation of a 
locality. 

Pathologic Picture Much remains to 
be learned of the gross pathologic picture 
of schistosomiasis japonica; the literature 
on it is not as abundant as is that concern- 
ing the other two forms. As cutaneous 
lesions are in the nature of small petechiae, 
owing to intravascular occlusion. These 
petechiae are scratched and develop into 
shallow traumatic ulcerations, in which 
eggs may be isolated. 

The Thoracic Roentgenogram.—The 
thoracic roentgenogram reveals bronchio- 
litis with consistent peribronchiolar ac- 
centuation, accompanied by minimal rales, 
which may be confined to the periphery or 
to a part of the lobe only. Less frequently 
there will be a well-defined soft irregular 
area of increased density in patches over 
both lungs. Obstructive pulmonary necrosis 
arteriolitis, the direct effect of ovular pul- 
monary embolism, is assumed to be a cause 
of right-sided heart failure, which, clini- 
cally, may simulate rheumatic or congenital 
cardiac disease. 

Since the parasite is blood borne, vascu- 
lar lesions are to be expected, this has 
been well described for S. mansoni. In 
addition to obstructive and proliferative 
endovasculitis there may be perivascular 
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lymphocytic or round cell infiltration, al- 
though no lesions of the periarteritis nodo- 
sa type are encountered. Thickening of the 
intima, either concentric or in plaques, and 
of the tunica adventitia may occur. The 
heart may show myocarditis without de- 
monstrable egg deposits, edema or sub- 
pericardial agglomeration of red blood 
cells. 

In the liver, irritative fibrosis primarily 
affects the portal spaces, and in time cir- 
rhosis occurs. 

Lesions of schistosomiasis mansoni af- 
fecting the various segments of the urinary 
tract, such as the renal pelvis, ureter, blad- 
der and urethra, have been described. No 
such lesions have been encountered in 
cases of schistosomiasis japonica. The ec- 
topic lesions of schistosomiasis japonica 
have been described as occurring in the 
brain, spinal cord. conjunctiva, skin, cuta- 
neous nerves, scrotum, testis, ovary, kid- 
ney, adrenal medulla, retroperitoneal tis- 
sues, peritoneum, omentum, mesentery and 
seminal vesicles. 

The lesions of the intestinal tract are 
of greater interest. Thickening of segments 
of the bowel has been described. Acute 
appendical gangrene due to ovular embol- 
ism is a recognized clinical entity. Intestinal 
lesions due to schistosomiasis japonicum 
are not as frequent as those due to schis- 
tosomiasis mansoni, owing to the shorter 
route taken by the latter as mentioned 
earlier. My opinion is that the shorter 
period of maturation of S. japonicum 
does not allow it to travel far, so that it 
causes much more hepatic damage than 
intestinal destruction. The intestinal le- 
sions of S. mansoni in South America are 
not like those due to S. mansoni in Egypt; 
this is due either to an unknown factor or 
to less reinfestation. Histologically proved 
rectal schistosomiasis is not necessarily 
accompanied by clinica] manifestations. 

In a previous attempt to classify the rec- 
tocolonic lesions of schistosomiasis japoni- 
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cum, I have set forth several arbitrary 
clinicopathologic stages. 

Catarrhal Coloproctitis—As soon as ovi- 
position starts in the intestinal submucosa 
and the eggs leave the intestinal capil- 
laries, irritation, both mechanical and 
chemical, is caused by the ova. There is 
an intense cellular infiltration of lympho- 
cytes and polymorphonuclears, especially 
eosinophils, Owing to the miracidial toxin, 
coagulation and lytic necrosis occur in its 
immediate environs. Farther out a zone of 
enveloping macrophages is seen, attracted 
apparently by the leukocytes and the tis- 
sues that have been glued to the eggshell 
by this miracidial toxin. Excessive mucus 
is secreted by the lining glands as a re- 
action to the local irritants. Grossly, one 
sees an adenomatous mucosa, with patches 
of inflammation and congestion and a 
coating of mucus. With maturation of the 
ova more irritation occurs, and then fibro- 
blasts, epithelioid and giant cells may be 
seen; and interspersed among these are 
eosinophils, lymphocytes and occasionally 
neutrophils, which have been initially at- 
tracted by the ova. Later the hyperemia is 
lost, the mucosa appears velvety and 
roughened by a fine, pinpoint, sandlike 
granulation and numerous grayish nodules 
1 to 5 mm. in diameter. With eggs that 
are more deeply situated, such as those 
in the muscular coat, pseudotubercles are 
formed, small grayish fibrotic nodules im- 
prisoning a nest of eggs. Progressive 
phagocytosis occurs, and in no time the 
egg is surrounded by foreign body giant 
cells and fibrocytes; occasionally it may 
even be encapsulated by a layer of cal- 
cium salts. The deposition of the calcium 
salts is presumably due to an ovular toxin. 
(A more detailed life history of the pseu- 
dotubercles is given by Koppish for S. 
mansoni). The incarcerated eggs may 
even be replaced by foreign body giant 
cells, Clinically the patient exhibits mu- 
cous diarrhea. What the passage of dys- 
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enteric stools, bleeding occurs owing to 
the intense hyperemia or from numerous 
punctiform mucosal hemorrhages. These 
mucosal ecchymoses give the bowel an ap- 
pearance resembling measles, an appear- 
ance that is more marked in the presence 
of schistosomiasis mansoni than in that of 
schistosomiasis japonicum. In some in- 
stances these submucosal nodules of the 
eggs may be seen through the transparent 
intestinal mucosa. The mucosa may feel in- 
durated to the touch; in fact, a metallic 
click has been described; and the mucosa 
bleeds easily when touched. 

Suppurative Coloproctitis.—In the pres- 
ence of particularly heavy infestation, as 
in reinfestation or with more intense ovi- 
position, coalescence of adjacent lesions or 
discrete abscesses may lead to confluent 
abscess formation by contiguity. 

In cases of light or initial infection, the 
presence of overlying hypersecreting mu- 
cus glands presents immediate disruption 
of the mucosa. In no time, however, more 
lytic necrosis takes place, and the dysen- 
tery becomes more evident. Proctosig- 
moidoscopic study will reveal accentuation 
and diffusion of the inflammatory process ; 
hemorrhages will also become more 
marked, and the mucous coat will show 
tiny flecks of pus. The stools acquire a 
sanguinopurulent character and, owing to 
griping, crampy low abdominal pains and 
to tenesmus, which is accentuated with 
each evacuation, the act of defecation be- 
comes a harrowing ordeal. 

Ulcerative Coloproctitis —Continuing in- 
flammation and suppuration cause the ab- 
scesses to rupture, either singly or in 
groups, and form tiny small ulcers, with 
secondary bacterial invasion easily setting 
in, The irritative endarteritis or endo- 
phlebitis in the wall of the intestine pre- 
disposes also to ulceration. With the ex- 
trusion of the ova, more active processes 
of repair occur and round cell infiltration 
becomes more intense. Such an ulcer is 


RECIO: SCHISTOSOMIASIS 


about 1 mm. in diameter; it is small and 
round, with a granulating red base and 
dentate or irregular margins, and stands 
out prominently against its surroundings. 
Confluent ulceration results in wider areas 
or superficial erosion, in which case a 
pseudomembranous area slough, as de- 
scribed by Jaffe in connection with S. 
mansoni, may be observed. The dysenteric 
attacks become worse, and the pains in the 
lower part of the abdomen are exagger- 
ated. Bits of sloughed, infected intestinal 
mucosa may be recovered from the feces, 
floating in the watery stools. In such 
cases, of course, there is more severe 
melena. 

Polypoid Coloproctitis—An unbalanced 
proliferation of tissue, evoked by the irri- 
tation due to accumulated ova in one place, 
results in the formation of polyps. Micro- 
scopic adenomas, in some cases atypical, 
have been described in studies of S. man- 
soni. Small polyps, either sessile or pedun- 
culated, may form. Fibrosis at the base of 
the ulcer starts soon after the eggs are ex- 
truded, and also around the egg if it is lo- 
cated deep enough not to be extruded. 
With the proliferation of the mucosa still 
progressing rapidly, the surface grows 
out of proportion, becomes redundant and 
starts infolding upon itself. This follows 
much the same process that occurs in any 
intestinal polyp in which increased vascu- 
larity is responsible for overgrowth of the 
mucosa and submucosal fibrosis. Micro- 
scopically these polyps are similar to those 
following other chronic irritation, such as 
recurrent dysentery or nonspecific ulcera- 
tive colitis, save that here the telltale nests 
of S. japonicum eggs may be observed at 
their bases. S. japonicum only rarely 


causes polyposis as extensive as that due 
to S. mansoni, which in turn is less intense 
in South America than in Africa, so that 
it is assumed that the greater incidence of 
polyposis in the Egyptian may be due to 
a concomitant S. hematobium 
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tion. In the last-mentioned form the 
polyps may even be demonstrated radio- 
logically may prolapse from the anus or 
may even twist upon themselves. They 
are usually dark, and they vary in size 
from pea-sized nodulations to the finger- 
like processes presenting a “cauliflower 
picture.” With S. mansoni they have been 
reported to be as big as an apple and 
often pedunculated, or even to have been 
observed all along the digestive tube. Pro- 
toscopically, aside from these small polyps, 
there may be seen areas of superficial 
ulceration and numerous points of hem- 
orrhage and congestion, in which other 
stages of the disease may be occurring 
simultaneously. 

Polyps are clinically significant for two 
reasons: 1. It is assumed that the tearing 
off of small adenomatous polyps, together 
with mural necrosis and chronic mucosal 
inflammation, is responsible for the ulcer- 
ative stage. 2. There is an etiologic rela- 
tion of polyps to cancer. An umbilication 
may show the site of a previously torn or 
necrosed polyp. Clinically the attacks of 
dysentery may subside only to be replaced 
by capricious rectal bleeding or symptoms 
of low intestinal obstruction and an irri- 
table rectum. The patient may begin to 
show wasting, probably due in part to 
portal cirrhosis occurring simultaneously. 

Intussusception has been shown to oc- 
cur in cecal polyps. 

Granulomatous Proctitis, — Prolonged 
and persistent irritation of the polyp may 
incite formation of granulomas, with pro- 
liferation and fibrosis. Increased demands 
by the rapidly growing polyp upon its 
small principal blood vessel, together with 
friction from the frequent dysenteric stool, 
soon leads to superficial necrosis, with an 
intermediate ulcerating-necrotic stage, 
the polyp thus “ulcerating itself” into a 
typical granuloma. Secondary bacterial 
infection occurs with great rapidity. Irri- 
tative and reflex phenomena are set up 
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from the neighboring viscera, and the clin- 
ical picture becomes confused, the para- 
sitic nature of the primary disease being 
clouded. Fibrosis proceeds at a rapid rate, 
and in a short while fixation of the pelvic 
organs occurs, freezing them into one solid 
discolored mass, indurated yet friable. 
General toxic symptoms, presumably al- 
lergic, also hepatic dysfunction may be- 
come more manifest. 

Carcinomatous Proctitis. — The exist- 
ence of the last stage of schistosomal colo- 
proctitis will always be open to unresolved 
debate, and so will the transition from the 
granulomatous to the final stage. Micro- 
scopically one could see evidence of malig- 
nant change. Macroscopically the lesion is 
indistinguishable from a malignant tumor 
(which, in effect and in fact, it is). Clin- 
ically the lesion is undifferentiated also; 
the parasitic basis may be easily forgotten, 
the dysentery having occurred so long ago 
that the causal relation is lost sight of. 

Other Lesions.—1. Irregular thickening 
and fibrosis of the intestine. Uniform in- 
volvement of the whole circumference of 
the colon transforms it into a rigid inelas- 
tic stenotic tube from cecum to anus. 
Grayish and brownish nodules as much as 
1 cm. in diameter, representing pseudo- 
tubercles, are observed on the serous coat 
of the colon in various areas. The egg de- 
posits appear as brown spots in yellow 
areas, with fibrosis supervening later. The 
fibrosis may be due to reaction to bacterial 
invasion associated with ulceration. The 
appendices epiploicae become enlarged 
and even fused, especially toward the mes- 
ocolic attachment. The deposition of hemo- 
siderin, produced by the parasite from the 
hemoglobin of the red blood cells it feeds 
upon, in the reticuloendothelial system 
gives rise to the darkened lymph nodes, 
either in the mesentery or the retroperito- 
neum. These nodes may also show pseudo- 
abscesses. The peritoneal accumulation of 
the pigment has been described. The 
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omentum may be thickened, fibrotic, rolled 
upon itself and adherent to the colon. The 
mesentery and the mesocolon are thick- 
ened and may even be matted together. 
The mucosal surface is irregular and may 
show numerous papillary projections, 
varying from minute spots to broad 
pedunculated polyps. 

2. Ancrectal disease. a. Rectal stric- 
ture. This develops as a result of cicatri- 
zation, with loss of elasticity and subse- 
quent atrophy and replacement fibrosis. 

b. Proctitis of varying degrees. This 
may be associated with rectal prolapse due 
to recurrent dysentery. 

c. Hemorrhoids. These are due to ve- 
nous obstruction by the adult parasites or 
to interference with lymphatic venous 
circulation following the local inflamma- 
tory infiltration and obstruction of the 
portal circulation when portal cirrhosis 
has occurred, 

d. Papillitis. This involves both hyper- 
trophy and inflammation. 

e. Fistula. 

f. Fissure. 

g. Cryptitis. This is due to the pres- 
ence of ova in the anorectal crypts. Ever 
since 1911, when Ferguson, then Professor 
of Pathology at Cario, drew attention to 
the frequent association between carci- 
noma and bilharziasis of the bladder (he 
studied 40 cases at autopsy and observed 
generalized infiltration with the growth 
in 10, suggesting a causal relation), there 
has been much controversy as to the actual 
relation between schistosomiasis and car- 
cinoma of the urinary bladder. Probably 
the question will remain unanswered until 
we gain more definite knowledge about 
both the predisposing factors and the im- 
mediate nature of cancer, 

A few facts are incontrovertible: 1. A 
toxin is secreted by the parasite or the ova. 
Japanese investigators have shown that 
the mechanical effect of the physical pres- 
ence of the parasites is not enough to 
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cause the disturbances attributed to it. 
The intravenous injection of killed ova 
into rabbits does not reproduce the nodules 
caused by the intravenous introduction of 
live ova into the same animals. 2. Persons 
with schistosomiasis are highly anemic in 
many parts of the globe, where the disease 
may affect large numbers of the popula- 
tion, separately from any other pathologic 
condition. 3. Prolonged irritation, both 
mechanical and chemical, has been known 
to cause cancer of the epithelial lining 
elsewhere. 4. The actual cause and patho- 
genesis of cancer is unknown. 

Kawamura and Kasawa have hinted 
that derangement in the calcium and phos- 
phorus metabolism and alteration of Vita- 
min A and B metabolism as the underly- 
ing change. Rats fed on diets deficient in 
Vitamin A and then experimentally in- 
fected with S. mansoni showed a retarda- 
tion of the lesion’s regression, although 
proliferation and phagocytosis were not 
hampered. Although the nature of the 
toxin has not been chemically proved, it is 
assumed to contain a diastase as well as a 
protein related to trypsin-digested albu- 
min in alkaline material. 

No analysis of comparable large series 
of vesical bilharziasis and cancer of the 
bladder are available. It is even supposed 
that the incidence of cancer is not really 
as high as postulated by some; much is 
attributed to diagnostic errors. 


It has been postulated that, since bilhar- 
zial infestation has a high incidence any- 
way, the presence of vesical carcinoma 
may only be coincidental. Though it is ad- 
mitted that vesical bilharziasis may lead 
to vesical carcinoma, the evidence as yet 
is not conclusive. Gelfand has been more 
liberal in his conviction; he has conceded 
that “bilharziasis does not ordinarily lead 
to carcinoma of the bladder, or only 
rarely.” 


Cancer of the bladder is not usually as- 
sociated with cystolithiasis and alkaline 
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cystitis, which seems to argue against 
mechanical and chemical factors in the 
causation of this type of vesical cancer. 


A parallel example has been noted be- 
tween cancer of the liver and schistoso- 
miasis. Yamagiwa in 1911, Mouchet in 
1918 and Pirie in 1921 expressed the opin- 
ion that an etiologic relation exists be- 
tween schistosomiasis and primary carci- 
noma of the liver. Snidgers and Straub 
(1921) were the first to note the increased 
incidence of hepatic cancer in Chinese and 
Javanese. Warni in 1944 surmised that 
the increased incidence of cancer of the 
liver may be due to schistosomiasis. Bonne 
(1935) and later Hartz concluded that 
schistosomiasis is not a factor in the 
causation of cancer of the liver in the 
Chinese. Among the Filipinos primary 
carcinoma of the liver is quite common, 
and it is often superimposed upon portal 
cirrhosis. It has not been determined sta- 
tistically that the incidence of cancer of 
the liver is higher in endemic areas. 

Kazawa in 1921 noted an increase in the 
prevalence of intestinal cancer in regions 
infested with S. japonicum, and he report- 
ed 9 cases of intestinal cancer associated 
with schistosomiasis japonica at the bases 
of the lesions, which he interpreted as “due 
to heterotrophic glandular epithelial cells 
caused by the presence of the parasitic egg 
and to the adenomatous changes produced 
by the infiltration of the eggs, the role of 
the egg being partly mechanical and partly 
toxic.” Five years later he offered what 
he considered sufficient experimental evi- 
dence that S. japonica plays a role in the 
genesis of intestinal cancer. Brumpt in 
1930 reviewed these reports and concluded 
that the statistics then available did not 
validate Kazawa’s earlier assertions. Stud- 
ies by Martinez (1916), Sinderson and 
Mills (1928) and Delley and Fahmy 
(1924) showed that bilharzial papilloma- 
tosis does not show any special tendency 
to be followed by cancer. Ash and Spitz 
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in 1945, reporting the presence of malign 
changes in a schistosomal polyp, restated 
the frequent coexistence of S. japonicum 
and cancer of the large bowel. Reports in 
the literature are not as numerous as in 
the case of bilharziasis associated with 
vesical carcinoma. Roman and Burke in 
1925, reporting the case of a 19-year-old 
Puerto Rican girl with colloid adenocar- 
coma of the sigmoid and ova of S. mansoni 
even in the tissues and vessels, called at- 
tention to the fact that, despite the more 
frequent reports of intestinal schistoso- 
miasis, there does not seem to be a corre- 
sponding increase in those of colonic can- 
cer. They admitted that they were not 
“prepared to commit themselves entirely 
to the opinion that cancer of the large 
bowel was attributed to bilharziasis.” 
Ewing stated that cancer is to be expected 
in cases of bilharziasis, and the increased 
incidence with age occurs as would be ex- 
pected. Magalhaes, in 1941, claimed that 
the eggs of S. mansoni exert a carcinogenic 
effect on persons with a predisposition to 
cancer. Although Ferguson, in 1913, how- 
ever, could not demonstrate an association 
between cancer of the rectum and intes- 
tinal bilharziasis (S. mansoni). 

In a preview study of rectal schistoso- 
miasis, discussing the question of whether 
it can initiate cancer, I answered “Per- 
haps.” If it can be proved that vesical 
cancer, when associated with bilharziasis, 
is due to a toxin from the male embryo, 
than by analogy the conclusion may be 
drawn that it is even more likely that rec- 
tal schistosomiasis may initiate rectal can- 
cer, because S. japonicum lays more eggs 
and thus would be more irritating. Of 
course, this does not take into account any 
difference in the composition and amount 
of the toxin actually liberated by the para- 
sites, or of the difference in tissue reac- 
tion between the bladder and the rectum. 

Diagnosis.—An absolute specific diagno- 
sis of the infestation could not be made 
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without the demonstration of the offending 
parasite at any stage of its life cycle. Of 
course, however, it must be remembered 
that the converse is not always true; the 
absence of eggs does not mean the absence 
of infestation, because predominance of 
male worms may be the cause. The eggs 
may be demonstrated either in the feces 
or in the tissues of the human host. In the 
stools they may be demonstrated by direct 
smears or after sedimentation, acid-ether 
concentrations or egg-hatching technics, 
which are employed in cases of less heavy 
infestation. The specimens should come 
from the outer layer of the stool, because 
as the eggs are extruded they mix with 
the blood that coats the fecal mass and 
therefore abound on the surface of the 
stool. They may be discovered in various 
degrees of development and visibility, as 
here outlined: 


1. Viable ova 


1. Immature 

a. Vitelline granulations diffusely 
distributed or limited to the 
poles, or with a vacuolated ap- 
pearance. 

b. Various stages of embryonic 
development, from the diffuse- 
ly granular unicellular stage 
through cleavage to the forma- 
tion of a recognizable passive 
ciliated miracidum. 

2. Mature: active or deformed mir- 
acidium inside a transparent egg- 
shell. 


8. Dubious vitality: various degrees 
of degeneration represented by a 
gradual loss of transparency of 
the embryonic envelope, with evi- 
dence of actual death of the 
miracidium, 

4. Actual death: progressive de- 

grees of acidity of the embryonic 

membrane, with deformity, 
shrinkage, obliteration and even 
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replacement calcification of the 
miracidium. 


The eggs may be recovered from the 
tissue of the host in the outpatient depart- 
ment, the operating room or the morgue. 
The eggs are principally recovered from 
the rectum and liver. From the rectum 
the parasites may be recovered by the 
rasp technic of Fulleborn; with the swab 
employed by Khalil Salahiel Din and 
Messer, with the scraper used by Weller 
or by tissue biopsy. In 1913 Ferguson took 
a bit of rectal wall, digested in 3 to 10 per 
cent postassium hydroxide, and then cen- 
trifuged the mixture and sought ova in the 
sediment. Of late, much reliance has been 
laid upon rectal biopsy for demonstration 
of the parasite, chiefly owing to the efforts 
of the Southern American investigators 
(whose studies were made on S. mansoni). 
In 1943 Ottolina and Ascencio made the 
first description of postmortem rectal biop- 
sies in cases of schistosomiasis mansoni, 
while demonstrating the preponderance 
(60 per cent) of rectal involvement in as- 
sociation with hepatic disease (45 per 
cent). Ottolina and Ascencio claimed that 
S. mansoni is never absent in the rectum 
when it is present in the liver. A piece of 
the middle rectal valve, which is drained 
by the superior hemorrhoidal vessel 9 or 
10 cm, from the anus, is pinched off and 
digested for three to four hours in potas- 
sium hydroxide in an incubator, after 
which the sediment is centrifuged and ex- 
amined for ova. The rectal valve is chosen 
because it has no peritoneum and the dan- 
gers of perforation after biopsy are there- 
fore small. Being less vascular than the 
other parts, however, the area may not be 
representative; although this objection 
has not.been borne out by actual experi- 
ence. The same test was used subsequently 
by Rincon Undaneta, who demonstrated 
ova in 42.19 per cent of 128 cases. In 1946 
Hernandez-Morales and Maldonado learned 
that pressing a bit of tissue between two 
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slides is often enough to demonstrate the 
ova, without the need of digestion. In 
1947 Ottolina discarded potassium diges- 
tion, claiming that it was responsible for 
the false negative result in cases of light 
infestation, in which the eggs may be di- 
gested. He advocated washing the speci- 
men in running water for three to five 
minutes so as to dissolve the hemoglobin, 
making the eggs more easily identifiable 
when the capillaries become more lightly 
colored, and at the same time allowing for 
easy compression of the tissue. The tissue 
was then pressed between slides and ex- 
amined with a drop of water. In 1949 
Pereira and Netto advocated multiple bi- 
opsies and introduced the oogram. The 
size of the sample is of little importance 
in demonstrating the ova; the degree of 
accuracy depends more upon the degree of 
infestation than upon any other factor. As 
has been mentioned, the absence of eggs 
should not always be interpreted to mean 
the absence of infestation, but if, in the 
course of treatment, there is sudden dis- 
appearance of the egg, it may indicate 
either an inhibitory action on oviposition 
by the adult female or a migration of the 
worm to larger tributaries of the portal 
circulation. 

The state of viability and the degree of 
development of the egg are significant. 
Viable or even degenerating eggs may in- 
dicate actively ovipositing females or pos- 
sibly a reinfestation. Dead or degenerated 
embryos could not mean inhibition of ovi- 
position unless one agreed that degenerate 
or stillborn embryos may be deposited by 
the female. Atypism and degeneration of 
the egg are acknowledged to be the first 
changes due to the effect of effective ther- 
apy. The presence of dead eggs in the 
stools of perSons without previous treat- 
ment suggests that spontaneous cure is 
possible on the basis of an immunologic 
reaction of the humoral or the cellular 
type. Biopsy, if the results are negative, 
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should be repeated to obtain an unequivo- 
cal result. 

Definite proof of the presence of infes- 
tation is made only by positive identifica- 
tion of the parasite or its ova. The fault 
common to all biopsy technics, the fact 
that the fragment removed and examined 
may not be representative of the diseased 
area, is to be remembered in evaluating 
negative results. 

Other diagnostic methods that may be 
valuable include: proctosigmoidoscopy, 
cutaneous or intradermal] tests, floccula- 
tion tests and complement fixation reac- 
tions. It is not to be expected that the 
results of the different procedures will be 
identical. The methods that require the 
demonstration and identification of the 
ova also require experience and do not give 
false positive reactions. I doubt that there 
are any actually pathognomonic proctosig- 
moidoscopic signs. Proctosigmoidoscopic 
study, with its inherent dangers, also re- 
quires experience, and is said not to be 
accurate in either the early or the late 
stages of the disease when few ova are ex- 
truded and no toxic changes are observ- 
able in the bowel. Besides, the lesions may 
persist even if there are no other clinical 
symptoms. The results of intradermal 
tests alone are equivocal; both false posi- 
tive and false negative reactions may be 
obtained in any case. They may be rosi- 
tive only in cases of chronic infestation, 
and the positive reaction will persist as 
long as the parasite is present anywhere 
in the body. The basic nature of floccula- 
tion and precipitin tests render them sus- 
ceptible to the vagaries of serologic proce- 
dures. In the case of flocculation tests, no 
relation between the response and the in- 
terval since the onset of the disease has 
been established, although there is a dis- 
tinct correlation when one considers the 
severity of the symptoms and the nature 
of the reaction. 

Liver biopsy has been used to demon- 
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strate schistosoma ova. All of these diag- 
nostic methods, particularly the biopsy, 
have been utilized for prognostic purposes. 
During the course of the treatment sev- 
eral diagnostic tests are performed and 
the results evaluated in order to determine 
whether there is still active infestation, 
possible reinfestation and infestation un- 
der therapeutic control. The infestation is 
cured if only dead eggs are found, and if 
there are recurrent eggs this denotes re- 
infestation. Treatment drives the female 
upward into the liver. 

Since roentgenographic changes are ob- 
served in the bowel itself, roentgen dem- 
onstration of these lesions has been done, 
although some caution is needed in inter- 
pretation. Filling defects to the extent of 
intraluminal intrusions are to be expected. 

Treatment.—The treatment of schisto- 
somiasis has not yet yielded encouraging 
results, despite the vigorous efforts ex- 
erted by public health services (to prevent 
the disease), the internist (to mollify its 
ravages), the chemotherapist (to kill the 
parasite) and the surgeon (to remove 
pathologic tissue whenever feasible). The 
public health man attempts to disrupt the 
life cycle by molluseidal agents and drain- 
age. The internist relies mainly on anti- 
mony, and the surgeon generally resects 
the obstructing tissues. Treatment has 
been shown to interfere with ovulation and 
oviposition by the female, and furthermore 
it drives the females up the liver, away 
from the intestines. A sudden large dose 
of an anthelminthic may kill the parasites, 
but it may also cause sudden obstruction 
and therefore is not as practical as killing 
the parasites slowly. 


SUMMARY 


economic implications of the disease are 


The author describes the nature and 
causation of schistosomiasis from the 
point of view of the proctologist, with a 
full account of the process through which 
it occurs in man. He points out that the 
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more than that meets the eye. What per- 
petuates the disease in endemic areas is 
not so much the lowered standard of living 
or the educational level of the native but 
his attempt to utilize more arable land, 
which in most cases drains infected 
streams. His country which often has no 
money to spare for such problems, which 
are considered not immediatély vital to its 
political and economic life. In the author’s 
opinion a greater impetus should be given 
to the control of this disease. Its study is 
one of the few benefits derived by war- 
ravaged countries from the recent military 
campaigns. 


ZUSAM MENFASSUNG 


Der Verfasser erértert das Wesen und 
die Krankheitsursache der Bilharziose und 
gibt eine genaue Beschreibung der Vor- 
ginge, die zur Infektion des Menschen 
fiihren. Er weist darauf hin, dass die Be- 
standigkeit der Erkrankung in endemisch- 
en Gebieten nicht so sehr auf dem nie- 
drigen Lebens oder Erziehungsstandard 
der Eingeborenen beruht wie auf ihrem 
Bestreben, sich méglichst viel bestellbares 
Land zunutze zu machen, welches meistens 
von infizierten Fliissen bewissert ist. Im 
Lande des Verfassers fehlt es an geld- 
lichen Mitteln, solche Probleme, die poli- 
tisch und 6konomisch als nicht unmittel- 
bar lebenswichtig angesehen werden, zu 
lésen. Der Verfasser glaubt, dass mit 
grésserer Kraft an die Kontrollierung 
dieser Krankheit herangegangen werden 
muss. Die Erforschung der Bilharziose 
gehért zu den wenigen Wohltaten, die von 
Kriegen erfasste Linder durch die Feld- 
ziige der jiingsten Vergangenheit davon- 
getragen haben. 


RIASSUNTO 


L’autore descrive la natura e la causa 
della schistosomiasi sotto l’aspetto procto- 
logico e ne traccia tutto il quadro morboso. 
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Egli sostiene che cid che mantiene la ma- 
lattia nelle zone in cui essa @ endemica 
non é tanto il basso livello di vita o di 
cultura della popolazione quanto il tenta- 
tivo di utilizzare sempre nuovi terreni da 
coltivare, il che in molti casi porta a nuove 
correnti di infezione. Il suo paese non ha 
mezzi economici da dedicare a questo prob- 
lema, che non @é considerato vitale sotto 
l’aspetto politico, ma lo meriterebbe. Lo 
studio di questa malattia é uno dei pochi 
vantaggi portati dalle campagne militari 
nelle regioni devastate dalla recente 
guerra. 


RESUME 


L’auteur décrit la nature et l’origine de 
Schistosomiasis. du point de vue du proc- 
tologue, en décrivant largement la maniére 
de transmission aux hommes. I] accentue, 
que la perpétuation de la maladie dans les 
régions endémiques ne dépend pas telle- 
ment de la pauvreté de la population ou 
de manque d’éducation, mais plutét de 
l’effort de cultiver plus de terrain culti- 
vable, qui plus souvent est arrosé par des 
riviéres contaminées, Son pays n’a pas 
assez d’argent i dépenser pour des prob- 
lémes qui ne sont pas considerées d’étre 
d’une importance immédiate et vitale pour 
la vie politique et économique. Dans 
lopinion de l’auteur on devait mettre plus 
d’effort au controle de la maladie, Son 
étude est un de ces quelques biens, qui 
viennent de la part des pays dévastés par 
la guerre pendant les derniéres campagnes. 


SUMARIO 


O autor descreve as caracteristicas da 
schistosomiase do ponto de vista do proc- 
tologista, com os detalhes de sua evolucao 
no homem, Ele salienta que os inconveni- 
entes econdmicos sao maiores do que 
parecem. O que perpetua a doenca em 
areas endémicas nao é tanto o baixo nivel 
de vida ou educacional, mas a utilizacao 
de terras aradas, que em muitos casos 
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drena zona infetada, Seu pais nao en- 
contra recursos financeiros suficientes 
para sanar tal mal, que nao é considerado 
como imediatamente vital 4 sua vida poli- 
tica e econdmica. Na opiniao do autor, um 
maior impulso devia ser dado para 0 con- 
trole dessa doenca. Seu estudo é um dos 
poucos beneficios advindos dos paises sub- 
metidos 4s recentes campanhas militares. 
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My fortune, from what flows in from my profession, is sufficient to gratify my 
wishes; indeed so limited is my ambition and that of my nearest connexions, that 
were I precluded from further practice I should be enabled to obtain all I want. 
And as for fame what is it? A gilded butt, forever pierced by the arrows of 
malignancy. 


—Jenner 
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T will be the purpose of this study to 
| determine the efficacy of the corticos- 

teroids, locally applied, in relieving 
long range postoperative anorectal dis- 
comfort. Modern surgical technics and 
anesthesia have reduced immediate (twen- 
ty-four hour) pain to a minimum. In this 
series the search is for a drug, locally ap- 
plied, that will shorten convalescence. An 
attempt will be made to find the proper 
drug, dose, method and duration of appli- 
cation. 

Rationale.— The anti-inflammatory ac- 
tion of hydrocortisone and fludro-hydro- 
cortisone is a well known phenomenon. It 
has been postulated that “these hormones 
probably exert their antiphlogistic action 
by interrupting the chain reaction of cellu- 
lar destruction triggered by the injurious 
stimulus. According to this point of view, 
inhibitation of inflammation is exerted by 
preventing the release and énhancing the 
removal of substances coming from in- 
jured cells.’ 

It has been suggested that the anti- 
phlogistic adrenocortical hormones exert 
their effects by enhancing the resistance 
of surviving nonimpaired cells to the cyto- 
toxic action of phlogenic agents. If the 
antiphlogistic effect is exerted in this man- 
ner, the initially released cytotoxic sub- 
stance that potentiates the inflammatory 
response and continues the chain reaction 
of cellular destruction would in turn be 
decreased.* 

‘A unified hypothesis was proposed by 
Eyring and Dougherty,’* in which it was 
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suggested that all of the events occurring 
in the presence of acute inflammation can 
be explained by cellular injury resulting 
from lack of stabilization of the cell mem- 
brane. According to this hypothesis, the 
antiphlogistic hormones act by preventing 
cellular destruction, since they stabilize 
the impermeable state of the cell mem- 
brane. 

It is contended that the act of perform- 
ing an anorectal surgical operation, par- 
ticularly a hemorrhoidectomy, is a trau- 
matizing experience to the perianal tissue 
outside the surgical field; that interrup- 
tion of normal venous and lymphatic 
circulation and release of phlogistic sub- 
stance due to surgical trauma result in 
edema, most marked about the peripheries 
of the incisions. When hemorrhoids are 
widely dissected and islets are small, 
edema is most marked. Surgical principles 
judiciously applied are of great aid in pre- 
venting such phenomena, but they are not 
completely successful even if proper skin 
drainage is employed. 

It is not uncommon for a surgeon to be 
pleased with a hemorrhoidectomy as the 
patient leaves the operating room, but in 
the ensuing week there are sometimes re- 
markable changes, such as those already 
described. Frequently this edema is slow 
to subside; subcutaneous fibrosis develops, 
and the end result is tab formation. Often 
such a formation requires surgical re- 
moval. It is postulated that hydrocortisone 
or an allied drug, properly applied in ef- 
fective strength, would prevent or dimin- 
ish this edema and increase the patient’s 
comfort. Healing, too, should be enhanced 
by a better blood supply in the absence 
of edema. 
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“A good result at the operating table 
does not of necessity give good cosmetic 
results. But a good cosmetic result gen- 
erally means a good functional result.” 

Various authors imply that edema is a 
factor in the causation of pain, but no 
suggestion is made as to control other than 
that afforded by good surgical drainage. 
The fact that edema does occur in spite of 
good surgical drainage is not expounded.® 
It is the contention of this study that 
edema, in spite of good drainage, occurs 
in an average of 25 per cent of the cases. 
This figure was arrived at by discussions 
with many practicing proctologists. 

The use of hydrocortisone, either in 
treatment of fibrotic lesions or in their 
prevention, has been tried both in the 
proctologic field and in other specialized 
fields. Sherman‘ applied hydrocortisone 
gel to lesions of factitial proctitis, with 
good results. Russek and his associates® 
employed systemic cortisone in cases of 
apoplectic stroke, with startling results. 
The rationale in such cases was based on 
retarding local cerebral edema, which con- 
tributes to the perpetuation of neurologic 
signs.® 

Mention is made of the local use of these 
drugs in otolaryngologic practice. Row- 
lins* has employed them after curettage 
or fulguration of a contact ulcer of the 
larynx. Frequently granulation was pre- 
vented and healing improved. The drugs 
have also been employed in cases of fresh 
stricture of the esophagus. 

Bonner, Lyons and Shields’ have writ- 
ten a most interesting article in the uro- 
logic field. Eighteen patients with urethral 
and meatal strictures not responsive to 
the usual therapy were given submucosal 
injections of hydrocortisone, with excel- 
lent results. ~ 

Materials and Methods. — Hydrocorti- 
sone ointment was applied to patients 
postoperatively in an effort to minimize 
edema, fibrosis, tab formation and pain. 


104 


JULY, 1956 


No reports of past experience as to time, 
duration, or strength of ointment were 
available. 

It was empirically decided to use 4 
ounce (7.08 Gm.) of 1 per cent neo-cortef 
ointment twice a day starting on the first 
postoperative day. The same plan was 
adopted for 1 per cent cortril with neomy- 
cin. The effect having been determined for 
this group, other strengths and products 
were employed; 2.5 per cent cortril, 0.1 
per cent florinef ointment, 0.1 per cent 
florinef lotion and florinef-S ointment. 

All florinef products were 1-ounce tubes 
fully used. No contro] series was em- 
ployed. This was considered unnecessary 
at the time, since all that was being at- 
tempted was the establishment of the 
optimum time, dose of administration and 
most suitable product. After modifica- 
tions have been made, a blind study is 
contemplated. 

Particular attention was paid at all 
times to adequate skin drainage, in order 
to eliminate this as a factor. The hemor- 
rhoidectomies were performed by a modi- 
fied Milligan and Morgan technic and the 
fissures after the method of Gabriel. 

The nature of the study dictates that 
many of the results are clinical impres- 
sions. No conclusions are to be drawn 
from this series; it represents, rather, the 
formulation of a starting point for future 
studies. 

The total number of cases was 162. The 
operations all had in common the cutting 
of perianal skin and anal epithelium. In 
148 cases a hemorrhoidectomy was per- 
formed even if other surgical conditions 
were corrected at the same time. © 

The application of all ointments or lo- 
tions was started on the first postoperative 
day and continued twice daily for four 
days. Since in the later stages of the study 
larger quantities were used, in all cases 
the product was so divided daily as to last 
the full time. The patients were generally 
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discharged from the hospital on the morn- 
ing of the fifth day. 

Each application was applied (on cot- 
ton) directly to the anus by the patient, 
except when lotions were used, in which 
circumstances the nursing staff was em- 
ployed. Sitz baths three times a day in 
plain water were given in all instances. 


Results. — A summation of the drugs 
and the results of their use follows. A few 
facts were associated in common with all 
the products except the lotions. 

Long range pain was diminished. Once 
the ointment was applied, no patient re- 
quired more than codeine and aspirin sev- 
eral times a day. Improvement was noted 
in the demand for codeine and by the tenth 
day the need was gone. The patient was 
able to engage in gainful occupation on 
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the morning of the fifteenth. When heavy 
manual labor was involved, work was for- 
bidden until the twenty-first day, but the 
patients could engage in all other normal 
activities. 


There was a significant absence of 
third-day sphincter spasm. Not a single 
patient complained of this phenomenon. 


Healing was definitely not delayed. In 
fact, it was noted that, in those cases in 
which there was less edema, healing pro- 
gressed at a more satisfactory rate. There 
were 4 cases of delayed healing, but in all 
instances this responded to local therapy 
with the usual applications and cleared up 
after a short interval. It was concluded 
that progress in these cases did not differ 
from that observed prior to the use of 
corticosteroids. 


Total Total 
Total Male Female Results 
Drug* Patients Patients Patients Good Fair Poor 
1% Cortril, 1% with 17 10 7 82% 12% 6% 
Terramycin, % oz. (14) (2) (1) 
Neo-cortef, 1% 18. 8 10 18% 22% 0 
4 oz. (14) (2) 
Neo-cortef, 17 8 9 82% 18% 0 
2.5%, % oz. (14) (3) 
Florinef 30 17 13 87% 10% 3% 
Ointment, 0.1% (26) (3) (1) 
Cortril, 21/2% 24 15 9 88% 8% 4% 
4 oz. (21) (2) (1) 
Florinef, 0.1% 26 14 12 69% 19% 12% 
Lotion, 4 oz. (18) (5) (3) 
Florinef-S, 0.1% 80 8 22 63% 23% 14% 
(19) (7) (4) 


Ointment, 1 oz. 


*One per cent cortril with terramycin contains 30 mg. of oxytetracycline as the crystalline hydro- 


chloride and 10 mg. of hydrocortisone free alcohol per gram. 

Each gram of 1 per cent neo-cortef contains hydrocortisone acetate, 10 mg. (1 per cent) ; neomycin 
sulfate, 5 mg. (equivalent to 3.5 mg. of neomycin base); methyiparaben, 0.2 mg.; butyl p-hydroxy- 
benzoate, 1.8 mg. Each gram of 2.5 per cent neo-cortef contains hydrocortisone acetate, 25 mg. (2.5 
per cent) ; neomycin sulfate, 12.5 mg.; methyiparaben, 0.5 mg.; butyl p-hydroxybenzoate, 4.5 mg. 

Florinef ointment 0.1 per cent lotion contains fludrocortisone acetate (0.1 per cent). 

Cortril (2.5 per cent) in plastibase contains 25 mg. of hydrocortisone free alcohol per gram. 

Florinef 0.1 per cent lotion contains fludrocortisone acetate (0.1 per cent). 

Florinef-S 0.1 per cent contains 9a-fluorohydrocortisone acetate. 

One per cent neomycin hydrochloride (as base) contains 2.5 mg., gramicidin 0.25 mg., in plastibase. 
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No evidence of systemic absorption was 
noted. This fact is well established wher- 
ever this type of product was employed 
in these quantities. 

All remaining scars were soft and pli- 
able. The skin had a tendency to regen- 
erate and to assume an appearance nearer 
to normal. Dense sheets of white adherent 
inelastic tissue were absent to a remark- 
able degree. This held true even if tab 
formation occurred. 

The only dramatic observation was the 
absence or presence of edema in and 
around the wound, with subsequent fibrous 
tab formation. A summary of these re- 
sults is tabulated. 

It will be noted that the poorest results 
occurred when 14 ounce (14.1 Gm.) of 0.1 
per cent florinef lotion was employed. 
Although it was the impression that 
fludro-hydrocortisone was as effective a 
drug as hydrocortisone, in this case the 
medium was the culprit. A patient cannot 
easily apply a lotion to his own anus. Re- 
liance on nursing help is undependable. 
The lotion has a tendency to be rubbed off 
the anus by the patient’s movements. All 
this contributed to a poorer cosmetic re- 
sult in a larger number of cases, 

If effectiveness is judged purely on the 
basis of the formation of skin tabs follow- 
ing edema, the tabulation here presented 
serves to demonstrate effectiveness. 

Attention is directed to the fact that, as 
the study progressed and courage in- 
creased with experience, larger quantities 
of the corticosteroids were used in in- 
creasing strengths. This culminated in the 
use of 0.1 per cent fludro-hydrocortisone, 
which has a theoretical anti-inflammatory 
action roughly equivalent to that of 2.5 per 
cent hydrocortisone. 

This was borne out since the results 
were as good as when 2.5 per cent neo- 
cortef was used, or better. But when 
florinef-S ointment (to which neomycin 
and gramicidin are added) was employed, 
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the results were disappointing. I can only 
conclude from this that the combination 
is not as effective as when fludro-hydrocor- 
tisone is used alone. In all fairness to the 
combination product, if a three-month in- 
terval was allowed to pass, many of the 
fair results became good and many of the 
poor results fair. A delayed response 
seemed to occur; edema was more often 
not prevented but fibrosis did not occur, 
and this allowed the later “melting” of 
tabs. 

The lotion failed miserably, entirely 
owing to the nature of the vehicle and its 
lack of the “sticking’”’ property. In a sense 
this acted as a control, and encouragement 
was taken from this failure. 


In the group in which neomycin or ter- 
ramycin was an added drug, no detrimen- 
tal or beneficial effect was noted. 


Only one real complication was encoun- 
tered. A great many patients complained 
that itching started in the second week. In 
most cases it was marked, but no changes 
could be observed in the skin. Pruritus ani 
is not uncommon after anorectal opera- 
tions, but in this instance it was severe. It 
disappeared after a week, though no meas- 
ures other than starch baths were em- 
ployed to relieve it. 


COMMENT 


Apparently the corticosteroids have a 
place in the postoperative management of 
patients who undergo anorectal opera- 
tions. Good surgical principles cannot be 
sacrificed in the hope that a locally applied 
ointment will compensate for inadequate 
drainage. Apparently, however, 2.5 per 
cent hydrocortisone or 0.1 per cent fludro- 
hydrocortisone locally applied in amounts 
of 1 ounce distributed over one week will 
aid in relieving pain and expedite healing. 

It is postulated that use of the ointment 
even earlier (as a dressing at the operat- 
ing table) may enhance the effect. Theo- 
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retically, the subcutaneous perianal injec- 
tion of hydrocortisone seems to be the 
method of choice. This has not as yet been 
tried. The experience of the Boston group 
in urethral strictures lends support to this 
theory. Studies are now being performed 
in which 1 ounce of 1 per cent hydrocor- 
tisone with neomycin is employed. Con- 
trols are utilized, and the entire series is 
“blind”; that is, the surgeon does not 
know which patient is the control. This 
will be a stepping stone to the application 
of 2.5 per cent hydrocortisone at the oper- 
ating table and ultimately to the local in- 
jection of a corticosteroid while the patient 
is being anesthetized. 


CONCLUSIONS 


1. Hydrocortisone and fludro-hydrocor- 
tisone apparently produce beneficial effects 
when applied to the anus after surgical 
intervention. 

2. A basis of future study is derived as 
to the best product, the mode of adminis- 
tration and the amount to be applied. 

3. Pruritus ani is a minor complication 
but disappears spontaneously, 


ZUSAMMENFASSUNG 


1. Hydrokortison und Fludrohydrokor- 
tison haben offenbar eine giinstige Wir- 
kung bei 6rtlicher Applikation auf den 
After nach chirurgischen Eingriffen. 

2. Es wird ein Plan fiir weitere Unter- 
suchungen skizziert, um das beste Pri- 
parat, die geeignetste Form der Anwen- 
dung und die erwiinschte Dosis in 
Erfahrung zu bringen. 

3. Eine geringfiigige Komplikation, die 
von selbst verschwindet, ist das Jucken des 
Afters, 


RESUME 


1. Apparemment hydrocortisone et flu- 
dro-hydrocortisone, appliqué a l’anus aprés 
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une operation, produissent de |’effet salu- 
taire. 

2. Le meilleur produit, la quantité et le 
moyen d’administration sont présentés. 

8. Pruritus ani est une complication 
mince, qui disparait spontanement. 


RIASSUNTO 


1. L’idrocortisone e il fludro-idrocorti- 
sone sembra producano effetti benefici se 
applicati localmente dopo interventi sull’ 
ano. 

2. Sono in corso ricerche sul prodotto 
pid efficace, sulla posologia e sulla tecnica 
di somministrazione. 

3. Il prurito anale scompare completa- 
mente. 
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entity, diverticulitis of the colon has 

been in the lap, so to speak, of the 
internist. Its complications have been in 
the hands of the surgeon. With construc- 
tive surgery coming to the fore, however, 
the purely medical aspect of diverticulitis 
has come under scrutiny. 

The complications, such as abscess, ob- 
struction, peritonitis, fistula, hemorrhage 
and carcinoma, have been treated long 
after the original condition has given 
warning of its approach and its evil in- 
tent. Current thinking has become so rou- 
tinized that a regime is instituted without 


Feenti since its recognition as a clinical 


taking into account the progressiye char- 


acter of the lesions concerned. The result 
is the occurrence of major disabilities as 
grave as any recorded in the surgical lit- 
erature. 

The fact that these disabilities can be 
averted will become evident if one applies 
the principles of surgery that have given 
such excellent results in the past ten years. 
If these principles were applied to diver- 
ticulitis with the same assiduity that 
marks their application to other fields— 
biliary surgery, for example—the same 
improvement in the morbidity and mortal- 
ity rates would result. The same striking 
elimination of complications would be ob- 
served also. Prevention of complications 
is taken for granted with many other 
pathologic conditions, and so it will be 
with diverticulitis once the same scientific 
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scrutiny is brought to bear upon the 
problem. 

Pathologic Picture.—A few features of 
the basic pattern of diverticulitis are here 
enumerated : 

1. A diverticulum is an outpocketing 
between the mesocolic and antimesocolic 
taeniae. 

2. The diverticulum is hard. Its color is 
blue-black, owing to the presence of feces. 
It is lined with mucosa and communicates 
with the bowel through slitlike openings. 

3. Diverticula occur most frequently in 
the sigmoid flexure. Less often, they occur 
in the cecum, the ascending portion of the 
colon, or the rectum. 

4. The pathologic change that produces 
the symptom complex of diverticulitis is 
due to the difficulty of egress of the feces. 
This results in infection and in fistulas be- 
tween viscera and body cavities. 

It is evident, therefore, that the patho- 
logic alteration is progressive; it can be 
likened to appendicitis. The analogy of 
the left-sided appendix is apt. The com- 
plications are graver than the practitioner 
usually considers them. Once the patho- 
logic nature of the disease and the signifi- 
cance of its complications are understood, 
it is obviously absurd to take recurrent 
diverticulitis for granted. To wait for a 
major disease to develop before beginning 
to think constructively is by no means 
consonant with modern surgical theory 
and practice. Judd,' in a notable editorial, 
has presented an excellent example of the 
kind of constructive thought that is needed 
here. 
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Treatment.—With the advent of mod- 
ern anesthesia, preoperative and postoper- 
ative therapy and the use of antibiotics in 
surgical treatment of the colon, primary 
anastomosis, in my opinion, has become 
the procedure of choice. Whether or not 
a complementary cecostomy or transvers- 
ostomy is added depends on the individual 
surgeon’s conviction and the condition of 
the patient. 

About three years ago, therefore, I de- 
cided to treat recurrent sigmoidal diver- 
ticulitis by primary resection and anasto- 
mosis. If the problem in the individual 
case permits me to avoid colostomy, trans- 
versostomy or cecostomy, so much the 
better. These are problems that depend on 
the case and do not alter the primary con- 
cept. A search of the literature at the time 
this decision was made yielded almost 
nothing relevant to my theory; almost all 
the authorities dealt with the end results 
of diverticulitis rather than with the dis- 
ease in its initial stages. Since conserva- 
tive measures were preferred by both in- 
ternist and surgeon, both the hot and the 
cold pack were used; antispasmodics and 
antibiotics were used promiscuously, with- 
out much conviction that they would erad- 
icate the condition. -As a result, silent 
peritonitis, abscess and fistulas have been 
only too common. A report has been made 
concerning the indiscriminate use of anti- 
biotics.? 

My own regime, in brief, is as follows: 


1. Five days before the operation the 
patient is started on a high protein, high 
carbohydrate, nonresidue: diet. 

2. If the total protein content of the 
blood is low (less than 5.6 mg. per hun- 
dred cubic centimeters) and anemia is 
present, the patient is given blood and pro- 
tein hydrolysates until the total protein 
level, the erythrocyte count and the hemat- 
ocrit reading are satisfactory. 

3. Anemia is corrected, and 1,000 cc. of 
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blood is held in readiness for the opera- 
tion. 

4, An evening enema is given daily, and 
two days before the operation castor oil 
(114 ounces) is ordered. 

5. Sulfathaladine, 2 Gm. five times a 
day, is administered, beginning four days 
prior to the operation. 

6. Dihydrostreptomycin, 2 Gm. daily, is 
given for two days before the operation. 

7. Neomycin, which was not generally 
available when my regime was instituted, 
is now used. The dose is 1 Gm. four times 
a day for one day. 

Postoperatively, my regime is as fol- 
lows: 

1. Demerol, 100 mg., is given every four 
hours for pain. 

2. An infusion of 1,500 cc. of 5 per cent 
dextrose in water and the rest of the un- 
used blood is administered in the first 
twenty-four hours. 

8. Wangensteen suction is used for the 
first three days. This is accompanied by 
intravenous fluid administration of 2,000 
ec. of 5 per cent dextrose in saline solu- 
tion. 

4. On the third day the patient usually 
has a normal bowel movement, and on the 
next day he is out of bed. Rectal tubes 
are introduced with great caution, if at 
all. Reliance for the relief of distention is 
placed on suction. If necessary, a low 
enema is given on the fifth day. 

5. The cutaneous sutures are removed 
on the seventh day and the retention su- 
tures of black silk on the ninth. The pa- 
tient is discharged on the tenth postoper- 
ative day. 

This postoperative regime was followed 
in all of the 3 cases to be reported. I pre- 
sent these cases not from the statistical 
standpoint but because of the type of sur- 
gical therapy used—what I call a “‘conser- 
vative radical” approach: conservative 
because complications of the disease are 
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prevented, and radical because I do not 
wait for these complications to develop. 


REPORT OF CASES 


CASE 1.—A. B., a man aged 69, was admitted 
to the Horace Harding Hospital in May 1939. 
He complained of pain in the lower part of the 
abdomen, principally in the umbilical region 
and the left lower quadrant. The pain was 
cramplike and sometimes accompanied by rec- 
tal bleeding, which had been profuse in the 
latter part of the month prior to admission. 
The patient had never undergone a complete 
examination. 

On examination, the pain was so severe as 
to cause the patient to cry out loudly. There 
was secondary anemia (hemoglobin, 50 per 
cent; red blood cells, 2,000,000 per cubic milli- 
meter). Rectal examination revealed no 
masses, and sigmoidoscopic study gave nega- 
tive results. Roentgenograms revealed mul- 
tiple diverticula of the descending portion of 
the colon and the sigmoid flexure. 

A diagnosis of diverticulitis was made, and, 
since there was no evidence of obstruction, 
the patient was prepared for operation accord- 
ing to the regime aforedescribed. At operation 
a thorough exploration was done. The essential 
abnormalities were multiple diverticula of the 
ascending and sigmoid portions of the colon, 
with numerous adhesions to the small bowel 
and the bladder. No actual fistulas were pres- 
ent. The adhesions were separated, and the 
splenic flexure and the descending and sigmoid 
portions of the colon were resected. The trans- 
verse portion of the colon was then anasto- 
mosed to the iliac portion. Interrupted sutures 
were used throughout. A complementary cecos- 
tomy was not done. 

Postoperatively the patient did well. At the 
time of writing, he has been followed for three 
years. Once every six months he is in the 
office for a checkup. He has worked constantly 
and has had no abdominal cramps and no rec- 
tal bleeding. 


CASE 2.—E. A., a man of Italian-American 
descent aged 59, was referred to me because 
of pain in the lower part of the abdomen for 
the past five years. Previous examinations had 
disclosed multiple diverticula of the descend- 
ing portion of the colon. On admission the 
patient complained of rectal bleeding in addi- 
tion to the pain. The treatment previously 
given had consisted of the administration of 
antispasmodics and antibiotics. 
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The patient was transferred to the Forest 
Hills Hospital, where he was observed to be 
anemic (hemoglobin, 60 per cent; red blood 
cells, 2,800,000 per cubic millimeter). The 
hematocrit reading and the value for total pro- 
teins were within normal limits. Rectal exam- 
ination revealed no masses. Sigmoidoscopic 
examination gave negative results. A barium 
enema showed multiple diverticula of the de- 
scending and sigmoid portions of the colon. 
No obstruction was present. 

The patient was prepared for operation in 
accordance with the foregoing outline. At 
operation, in addition to the multiple diver- 
ticula already mentioned, a fistula was ob- 
served between the upper part of the sigmoid 
and the lower part of the ileum. The splenic 
flexure, the descending portion of the colon 
and the upper part of the sigmoid flexure were 
resected. The fistulous tract was excised. The 
ileum was sutured with atraumatic No. 00 
chromic Connell sutures and interrupted silk 
Lembert sutures. A complementary cecostomy 
was not done. 

The postoperative course was stormy. The 
Wangensteen suction had to be continued for 
six days. A rectal tube was introduced on the 
fifth day, and a low soapsuds enema was given 
on the sixth. From that time on, recovery was 
uneventful. On the day he was discharged 
(the tenth postoperative), the patient had two 
normal bowel movements. 

CaAsE 3.—H. G., a man aged 50, was ad- 
mitted to the Forest Hills Hospital in May 
1955, complaining of cramplike abdominal 
pain of three years’ duration. Various diets, 
antispasmodics and antibiotics had given only 
temporary relief. There was no history of rec- 
tal bleeding. 

Examination disclosed the patient to be well 
muscled, with tenderness in the left lower ab- 
dominal quadrant. There was slight spasticity 
but no rigidity. The results of a laboratory 
workup were normal. Rectal and sigmoido- 
scopic examination revealed no abnormality. 
Roentgenograms taken after a barium enema 
showed multiple diverticula of the sigmoid 
flexure. 

After the usual preparation, the patient 
underwent resection of the splenic flexure and 
the descending portion of the colon. The 
transverse portion and the lower part of the 
sigmoid flexure were anastomosed in the usual 
way. Cecostomy was not done. 

Postoperatively the patient did well. He had 
a normal bowel movement on the third post- 
operative day and was discharged on the 
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tenth. Since the operation he has worked con- 
stantly as an electronic engineer. Up to the 
time of writing he has had no discomfort of 
any sort. His diet is normal, and his bowel 
movements, from three times a day at the be- 
ginning, now occur once daily. 


CONCLUSIONS 


1. Recurrent sigmoidal diverticulitis is 
a surgical condition. 

2. Resection and primary anastomosis 
for this condition, after adequate prepara- 
tion, are feasible and should be considered. 

8. Gastroenterologists and surgeons 
should recognize the fact that recurrent 
diverticulitis may require surgical as well 
as conservative therapy. Treatment should 
be administered by the “conservative rad- 
ical” approach, which is designed to pre- 
vent the serious complications that may 
follows diverticulitis. 


CONCLUSIONS 


1. La diverticulite sigmoidienne récidi- 


vante est une affection chirurgicale. 

2. La résection et l’anastomose primaire 
au stade intermédiaire aprés une prépara- 
tion adéquate sont possibles et devraient 
étre envisagés. 

3. Le gastro-entérologue et le chirurgien 
devraient admettre le fait que la diverti- 
culite récidivante peut nécessiter aussi 
bien une thérapeutique chirurgicale que 
médicale. Le traitement devrait étre basé 
sur une d’accés de “chirurgie radicale con- 
servatrice.” Cette voie d‘accés, du type 
préventif, devrait pouvoir étre appliquée 
a un plus grand nombre de malades. 
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1. Die wiederholt auftretende Diverti- 
kulitis des Sigmoideums stellt eine chirur- 
gische Erkrankung dar. 

2. Bei diesen Zustinden ist die Resek- 
tion und primare Anastomisierung im 
Krankheitsintervall nach angemessener 
Vorbereitung ausfiihrbar und in Betracht 
zu ziehen. 

38. Magendarmspezialisten miissen die 
Tatsache anerkennen, dass die riickfallige 
Divertikulitis sowohl chirurgische als auch 
konservative Behandlungsformen erfor- 
dern kann. Die Therapie sollte auf “kon- 
servativradikalen chirurgischen” Grund- 
sitzen beruhen. Dies ist eine prohylak- 
tische Form der Vorgehens, die den 
Kranken in grésserem Umfange als bisher 
zuganglich gemacht werden sollte. 


CONCLUSIONI 


1. La diverticolite recidivante del colon 
é una malattia di carattere chirurgico. 

2. La terapia é rappresentata dalla re- 
sezione del colon con anastomosi primaria, 
da eseguirsi nei periodi di stasi e dopo op- 
portuna preparazione. 

8. Gastroenterologi e chirurghi devono 
rendersi ragione della necessita di curare 
la diverticolite chirurgicamente oltre che 
conservativamente. La cura deve essere 
basata sul metodo “chirurgico conserva- 
tivo radicale,” che é un metodo preventivo 
utile in molti casi. 
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Seccion en Espanol 


Una Tecnica da Reseccion Corneal para 
Restauracion de la Vision Empleando el 


Microscopio Binocular de Disseccion 


terapéutico— una cicatriz central 

con tendencia a ulceraci6n recurren- 
te; (3) cosmetico—Actimulo de cicatrices 
densas, blancas, extensas, desfigurantes; 
(4) mejoramiento de la cérnea para la 
queratoplastia subsiguiente, 

Desde los comienzos de la oftalmologia 
se han hecho esfuerzos para mejorar la 
visién mediante reduccién de la densidad 
de las cicatrices de la cérnea. Han sido 
empleadas con ése fin: Dionina, jequir- 
ityh, ungiiento de bisulfato de quinina, 
cloruro de colina (una solucién al 14 por 
ciento) y ultimamente, los rayos X y Ra- 
diaciones Beta. 

Cuales son las indicaciones para ester 
tipo de Cirujia? 

1. Keratitis en bandeleta (se dice que 
grandes dosis de Viosterol y Vitamin D 
producen estos depésitos en la cérnea). 
La queratectomia parcial superficial tiene 
gran éxito en esta clase de opacidades 
especialmente se otras clases de querato- 
plastia significan mas riesgo parel paci- 
ente, como por ejemplo, un paciente mon6- 
culo afaquico. 

2. Infiltracién grasa de la cérnea. 

3. Infiltracién caledrea de la cérnea. 

4. Distrofias de la cérnea. 

5. Opacidad extensia de la cérnea con- 
formaci6n de Pannus. 


Hi: cuatro tipos: (1) optico; (2) 
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6. Leucomas densos, que no incluyen la 
membrana de Descemet. Una queratec- 
tomia superficial reduce el eapesor y me- 
jora la opacificacién de la capa secundaria 
que no es tan densa como el leucoma 
original; seria quizas ventajoso hacer una 
iridectomia preliminar. 

7. Infeccién tracomatosa de la cérnea y 
vascularizaci6n superficial completa. 

8. Explosién de carburo causando una 
opacidad superficial pero completa de las 
capas exteriores de la cérnea. 

9. Quemaduras de cal de la cornea. 

10. Quemaduras de Acidos de la cérnea. 

11. Otras quemaduras, quimicas de la 
cérnea. 

12. Explosiones produciendo opadidades 
superficiales por multiples cuerpos extra- 
fos, 

18. Opacidad de la cérnea causada por 
gases lacrimégenos. 

Contraindicaciones.—1. No se debe ten- 
tar la cirujia de la cérnea hasta que toda 
la inflamacién activa causada por la en- 
fermedad 6 el trauma haya cesado (un 
periodo de seis a doce meses) y no debe 
de haber evidencia alguna de fotofdbia, 
lagrimeo 6 blefaroespasmo. 2. Glaucoma. 
8. Pacientes muy nerviosos que no cooper- 
an. 4. Gran sensibilidad a las drogas 
oftalmicas. 

Un cuidadoso y completo examen con el 
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biomicroscopio y la lampara de hendedura 
es un pre-requisito para determinar : 

1. Irregularidades y diferencias en el 
espesora de la cicatriz 6 cicatrices de la 
cornea. 

2. Localizacién exacta, de la capa de la 
cérnea afectada. 

8. Grado, extensién y localizacién de la 
vascularizaci6n. 

4. Condiciénes de la Descemet: depési- 
tos, irregularidades, precipitados. 

5. Condicién de las estructuras subya- 
centes (por transiluminacién y fotografia 
estereoscépica infraroja). 

6. Evidencias de sinequias, anteriores y 
posteriores. 

7. Uso preoperatorio y posteoperatorio 
de Rayos Roentgen, y Radiaciones Beta. 

En todos los casos de vascularizacién 
de la cérnea es preferible emplear radia- 
ciénes preoperatorias. Las radiaciénes 
postoperatorias deben hacerse dentro de 
las cuarenta y ocho horas después de la 
cirujia. Tiene mas éxito en éste momento 
porque los capilares neoformados son 
destruidos con mas facilidad, Una dosi- 
ficacion adecuada es necessaria para el 
éxito de la radioterapia. 

Tecnica.—E] microscopio binocular con 
su reflector coordinado es suspendido sobre 
una barra horizontal y adjustada sobre la 
cabe za del paciente y a una distancia 
focal conocida, casi siempre, cinco o seis 
pulgadas del ojo del paciente, antes de la 
preparacion del paciente. Después de una 
instilacién de un colirio de cocdina al 4% 
—Se efecttia 4 continuacién una inyeccién 
sub-sonjunctival perilimbica de novocaina 
y adrenalina. 

Si la cicatriz es muy vascular se instila 
una solucién at 10% de neosinefrina 
(clorhidrato) antes de la inyeccién sub- 
conjuntival. Ella controlaré la hemor- 
ragia, aumentara el efecto de la anestesia 
y dilatara la pupila. Entonces se cubre 
el instrumento entero con una envoltura 
esterilizada adaptada para ello y se vuelve 
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a poner sobre el paciente. 

Con un escalpelo Lancaster modificado 
para que no profundice o una hoja de 
afeitar Americana #15 que fije dentro de 
un cabo Bard Parker, se realizaima in- 
cisi6n crucial, la cruz se bifurca aproxima- 
damente a unos 3 millimetros a cualquier 
de ambos lado de la zona pupilar. Esto es 
hecho a fin de que la diseccién de la zona 
pupilar sea mas suave y menos irregular. 
La profundidad de la incisién se determi- 
na por estudios preliminares del grosor 
de la cérnea-normalmente la cérnea del 
adulto es aproximadamente de 1 milli- 
metro en el periferio y ligeramente menor 
en el centro. En individuos mas viejos la 
cérnea viene a ser ligeramente mas del- 
gada. Yo he visto leucomas densos en 
corneas entre 2 a 3 millimetros de grosor. 

El apice de una de las cuatro cuadrantes 
entonces es enganchado por un delgado y 
agudo gancho corneal. El gancho es usado 
para levantar el completo grosor de la 
capa. Esto se verifica situando el gancho 
en el borde de la incisién con el cabo per- 
pendicular a la superficie de la cérnea y 
levantando el fondo del apice del segmento 
a remover. El apice es levantado y hecha 
la traccién para formar una linea de tajo. 
El escalpelo debe mantenerse propriamen- 
te. La parte de la hoja junto a la punta es 
usada (no la punta). 

La hoja es mantenida paralelamente a 
la superficie corneal y inclinada ligera- 
mente hacia arriba. La diseccién siempre 
es llevada a cabo, recuerde esto en un 
plano de corte hacia arriba, nunca en un 
plano, inclinado hacia abajo. Tan pronto 
como la cérnea haya sido cortada lo su- 
ficiente, el gancho se sustitiuré por un 
pequefio forceps de joyeria. 

Es resto de la diseccién es continuado 
y facilmente hecho siempre quedando en 
la misma linea del tajo hasta el limbo y 
entonces el cuadrante es removido. Si 
hubiere algunos vasos sanguineos en el 
limbo con la directa ayuda de un micro- 
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scopio ser aplicado un fino electrod en el 
centro del vaso sanguineo y el electrodo 
disecador. 

Si el iris y el borde pupilar no son 
perceptibles después de la instilacién de 
solucion fisiol6gica y hay un aspecto lacte- 
scente, ello significa que la incisién inicial 
no fué bastante profunda 6 que el tejido 
de la cicatriz ha infiltrado todas las capas 
de la cérnea. 

Si hay que resecar mas capas de la 
cérnea en éste momento el gancho tiene su 
mayor aplicacién y provecho. Con mucho 
cuidado hago presién produciendo una 
indentacién en la parte que hay que re- 
mover, empleando la punta del gancho 
diseco unas capas mas usando el cuchillo 
como hemos indicado previamente. Si la 
opacidad tiene forma de franja 6 es limi- 
tada a una porcién de la cérnea. Se hace 
una incisién en la cérnea clara a unos 
milimetros por fuera del limite de la 
cicatriz, dejando paralelo al lado de la 
cicatriz a el limbo. Se hace una incisién 
similar en el otro lado. Si tiene forma 
de sector, la primera incision cruza la 
primera incision cruza la segunda y se 
forma una punta. Luegose sigue la disec- 
cién como se ha descrito previamente. 

Al completar la operacién, se instila 
sulfato de atropina al 1%, 1/3% de Brom- 
hidrato de escopalomina y se vendan am- 
bos ojos. Se sigue el proceso de epiteliza- 
cién usando flouresceina ede termina casi 
siempre en diez dias. En el primer dia del 
postoperatorio y cada dia subsigueinte 
empleo dosis estimulantes de ultravioletas, 
por dos razones; (1) Estimula la regene- 
racién epitelial y (2) produce una herida 
limpia. Ostras medidas terapetticas post- 
operatorias son: 

1. 1% de anilina roja soluble en agua. 

2. 5% de solucién de cloruro de colina 


en gotas. 
8. Si hay tendencia a la edematizacion, 
se instila adrenalina al 1% otres o cuatro 
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veces al did durante cuatro 6 seis semanas. 
Esto sera una gran ayuda. 

4. La cérnea sigue aclarandose durante 
seis 0 nueve meses, durante los cuales 
empleo doscientos cincuenta T.U. Hyalu- 
ronidase en gotas. Esto estimula y aumen- 
ta el metabolismo de la cérnea. 

5. Si la cérnea esta muy vascularizada, 
se empieza la radioterapia beta el primar 
dia del postoperatorio y repitiendo cada 
dos semanas si es necesario. 

Complicaciones.—Si se perfora la in- 
cisién incial, la cérnea de un extremo al 
otro, instilo atropina al 1% y pongo un 
vendaje de Wheeler modificado. Se se abre 
la camara anterior durante la diseccién 
de unos de los cuadrantes, no remuevo 
aquélla seccién de la cérnea sino que per- 
mito que se cure por unos meses la herida 
y hago la diseccién en otra ocasién. La 
camara usualmente se reforma en veinte y 
cuatro horas sin complicaciones. 


SUMMARY 


There are four types of corneal resec- 
tion: (1) optical, (2) therapeutic, (3) 
cosmetic, and (4) ameliorative. The in- 
dications for corneal resection are as fol- 
lows: 

1. Band-shaped keratopathic conditions. 

2. Fatty infiltration and calcium plaques 
of the cornea. 

8. Dystrophies and thick leukomas of 
the cornea. 

4, Extensive corneal opacities with pan- 
nus formations or those due to tear gas. 

5. Trachomatous infections of the cor- 
nea. 

6. Superficial opacity with multiple 
foreign bodies, due to carbide explosion. 

7. Lime and acid burns of the cornea. 


RESUME 


Il y a quatre sortes de Résection Cor- 
néale: (1) résection optique (2) thérapeu- 
tique (3) cosmétique et (4) améliorante. 
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Lea indications pour la résection cor- 
néale sont les suvantes: 

1. Des conditions kératopathiques en 
forme de bandes, 

2. Infiltration graisseuse et plaques cal- 
caires sur la cornée. 

8. Les dystrophies et leukoma épaix de 
la cornée. 

4. Les opacités étendues avec formation 
de pannus et celles qui sont causées par 
du gas lacrymal. 

5. Les infections trachomateuses de la 
cornée. 

6. Les opacités superficielles contenant 
nombreux corps étrangers en suite d’une 
explosion de carbure. 

7. Les brulures par chaux et acides. 

Un examen minutieux et detaille a l’aide 
du microscope binoculair dissectant est 
indispensable pour determiner (1) des 
irregularites et differences de l’epaisseur 
de la cicatrice corneale, (2) le degree et 
la localisation de la vascularisation (3) la 
condition de la membrane de Descemet 
(4) l’evidence des synechies. 

A laide d’un microscope binoculair et 
“spotlight” coordiné une incision en forme 
de croix est faite avec une lame de razoir 
tenue parallélement 4 la surface cornéal 
et tournée trés légérement en haut sans 
quitter la plaine de dissection. Un crohet 
cornéal est un aide indispensable. 


RIASSUNTO 


Vi sono 4 tipi di resezione corneale: (1) 
ottica, (2) terapeutica, (3) cosmetica e 
(4) di miglioramento. Le indicazioni della 
resezione corneale sono le seguenti: 

1. Condizioni cheratopatiche a banda. 

2. Infiltrazione grassa e placche di cal- 
cio nella cornea. 

3. Distrofie e leucomi corneali. 

4. Opacita corneali con formazione di 
manni. 

5. Infezioni tracomatose della cornea. 

6. Opacita superficiali con corpi estranei 
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multipli dovuti a esplosioni. 

7. Ustioni da calce e da acidi. 

E’ indispensabile una accurata e com- 
pleta visita col biomicroscopio per stabili- 
re: (1) le irregolarita e le differenze di 
spessore della cicatrice corneale; (2) il 
grado e la sede della vascolarizzazione; 
(3) le condizioni della membrana di Des- 
cemet e (4) la presenza di sinechie. 

Col microscopio binoculare e luce adatta 
si pratica una incisione crociata con la 
lama tenuta parallela alla superficie cor- 
neale e piegata un poco all’insi, restando 
nella stessa linea di clivaggio. E’ indis- 
pensabile l’impiega dell’uncino corneale. 


RESUMEN 


Existen cuatro tipos de reseccién cor- 
neal: (1) Optica; (2) terapettica; (3) 
cosmética y (4) aliviadora. Sus indica- 
ciones son las siguientes: 

1. Padecimientos queratésicos en forma 
de banda. 

2. Infiltracién grasosa y placa de calcio 
en la cérnea. 

3. Distrofias y leucomas gruesos de la 
cornea. 

4. Opacidades corneales extensas con 
pannus o bien debidas a desgarros, 

5. Infecciones tracomatosas de la cér- 
nea. 

6. Opacidad superficial con cuerpos ex- 
trafios multiples. 

7. Quemaduras acidas o basicas de la 
cérnea. 

Es indispensable un examen cuidadoso 
con el biomicroscopio, para determinar: 
(1) Irregularidades y diferencias de 
groser en la cicatriz de la cérnea; (2) sitio 
y grado de la vascularizacién; (3) estado 
de la—membrana de Descemet y (4) 
Evidencias de sinequias. 

Con el microscopio binocular iluminado 
se hace una incisién crucial con una nava- 
ja de rasurar paralela a la superficie cor- 
neal y dirigida—ligeramente hacia arriba, 
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permaneciendo en el mismo plano de 
despegamiento. Es indispensable un gan- 
cho corneal. 


ZUSAMMENFASSUNG 


Es gibt vier Arten von Hornhautresek- 
tion: 1. die optische, 2. die therapeutische, 
3. die kosmetische und 4. die verbessernde. 
Die Indikationen zur Hornhautresektion 
sind die folgenden: 

1. Bandférmige Keratopathien. 

2. Fettige Infiltration und Kalkablage- 
rungen in der Hornhaut. 

3. Dystrophien und Leukome der Horn- 
haut. 

4. Ausgedehnte Hornhauttriibungen mit 
Pannusbildungen oder durch Tranengas 
verursachte Triibungen. 

5. Trachomatése Infektionen der Horn- 
haut. 

6. Oberflichliche Triibung mit multiplen 
Fremdkérpern infolge von Karbidexplo- 
sion, 

7. Kalk- 
Hornhaut. 

Eine sorgfaltige und genaue biomikro- 
skopische Untersuchung ist unerlasslich 
zur Bestimmung 1. von Unregelmissig- 
keiten und Dickenunterschieden der Horn- 
hautnarbe, 2. des Grades und des Verlaufs 
der Gefassversorgung, 3. des Zustandes 
der Descemetschen Membran und 4. des 
Bestehens von Synechien. 

Mit Hilfe eines Doppelmikroskops und 
koordinierten Scheinwerferlichts wird mit 
einer parallel zur Hornhautfliche gehal- 
tenen und leicht nach oben gedrehten Ra- 
sierklinge ein Kreuzschnitt angelegt, wo- 
bei stets die gleiche Ebene des Spaltes ein- 
zuhalten ist. Ein Hornhauthaken ist ein 
unentbehrliches Hilfsmittel. 


und Sdaureveritzungen der 


SUMARIO 


Ha 4 tipos de ressecc&o da cérnea: (1) 
ética, (2) terapéutica, (3) cosmética e 
(4) paliativa. Sao as seguintes as indica- 
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das ressecgdes corneas: 

1. Afeccées queratopaticas em fita. 

2. Infiltracéo gordurosa e placas de cal- 
cio na cérnea. 

8. Distrofias e leucomas espéssos da 
cérnea. 

4. Opacidades cérneas extensas, com 
formacées de panos. 

5. Infecgdes tracomatosas da cornea. 

6. Opacidade superficial com corpos es- 
tranhos miultiplos, por explosao. 

7. Queimaduras da cérnea por alcalis e 
acidos. 

Um exame cuidadoso e completo com 
biomicroscépio deve ser feito para deter- 
minar (1) irregularidades e diferencas 
em espessura na cicatriz da cérnea; (2) 
grau e localizacéo da vascularizacao; 
(3) a condicéo da membrana de Descemet 
e (4) sinais de sinequias. 

Com o microscépio binocular e luz focal 
coordenada é feita uma incisao crucial com 
uma lamina mantida paralelamente 4 su- 
perficie cérnea e levemente inclinada para 
cima, mantendo-se na mesma linha de cli- 
vagem. Um gancho para cornea é um 
auxiliar indispensavel. 
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place at the Palace of Fine Arts, and the scientific sessions in 


For further details address: 
International College of Surgeons 


Attention: Secretary, Mexican Congress 


> 
4 
3 
117 


Edstorials 


medical progress is an enormous in- 

crease in medical literature. A mod- 
erate estimate of the number of medical 
journals is probably somewhere near 10,- 
000. Of these, between 4 to 5,000 are of 
value. In a recent editorial, Waife,! citing 
an estimate by the Armed Forces Medical 
Library, stated that 3,000 books in medi- 
cine and the allied sciences are published 
throughout the world in one year. The 
number of journals published in the 
United States is about 1,400. The Current 
List of Medical Literature indexed 109,274 
separate articles in 1954. 

Appalled by this plethora of medical 
literature, Sir Robert Hutchinson, in an 
article entitled “Medical Literature,”? ex- 
claimed: “For let there be no mistake 
about it, this enormous proliferation, this 
pullulating and fungus-like growth is both 
a nuisance and a danger.” Bjorneboe* 
found more than 8,000 scientific papers 
written on the subject of aureomycin 
alone. According to Dick,* “It may prove 
quicker to rediscover a known fact than to 
search and find that fact in the published 
literature.” ‘What, then, is to be done?” 
exclaims Hutchinson. “Must we sit still 
and see science suffocate in its own secre- 
tions, or can we do anything to mitigate 


[om inevitable accompaniment of the 
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the evil?” Something must be done, be- 
cause, to quote Osler, “Current medical 
literature cannot be permanently ignored 
with impunity. A doctor who does not use 
books and journals, who does not need a 
library, who does not read one or more of 
the best weeklies and monthlies, soon sinks 
to the level of the cross-counter prescriber, 
and not only in practice but in those mer- 
cenary feelings and habits which charac- 
terize a trade.” 

What about the quality of all this litera- 
ture? Hutchinson points to the fact that 
the medical literature presents a great ex- 
cess of facts and a comparative absence of 
ideas, generalizations, and hypotheses. In 
his opinion there is too much observation 
and recording and too little reflection. He 
would compare it to a heap of bricks with- 
out any mortar to hold them together. 
This dullness, he says, is the more curious 
considering that the subject matter is so 
interesting. He also remarks that med- 
ical literature exhibits only too often an 
absence of any sense of style or even of 
grammar. The root of the evil, he believes, 
is the consequence of defective literary 
and linguistic education. 

What can be done about it? Probably 
stricter editing. The causes of this growth 
of literature Waife! finds in the fact that 
publications are important to a person who 
hopes to rise in the academic world. A 
bibliography helps in Specialty Board cer- 
tifications, which, in turn, gives one some 
advantages in military and veteran’s ad- 
ministration positions, and materially im- 
proves hospital staff appointments. This, 
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together with local prestige, all leads to 
conscious or unconscious pressures to 
write papers. 

Apparently members of the American 
Medical Writers’ Association felt that 
something had to be done to improve the 
quality of medical literature and of editing 
of medical journals. Swanberg,® Secretary 
of the association, states: ‘Medical men, 
as a class, are poor writers. Without at- 
tempting to determine the cause, editors 
of medical and scientific publications are 
in agreement that most scientific profes- 
sional men do not possess the ability to 
write well.” He further states, “The idea 
of making every doctor and medical scien- 
tist an expert in exposition is, of course, 
utopian. Medicine needs the help of non- 
medical college graduates who have been 
trained in medical journalism and writing 
‘to help maintain and advance high stand- 
ards of medical literature. There must be 
nonmedical college graduates who can ex- 
amine a medical manuscript and correct 
the English. In doing so, however, they 
must not change good medicine expressed 
in bad English into good English expressed 
in bad medicine. They must. help the au- 
thor to convey his own thoughts clearly 
and precisely.” 

I quite agree with Dr. Swanberg that 
the idea of making every doctor an expert 
in exposition is utopian. But is it neces- 
sary? One should not expect every med- 
ical writer to possess the literary skill of 
an Osler, the charm of style of a Claude 
Bernard, the persuasiveness of a Hutchin- 
son or a Moynihan. I submit that it is 
quite reasonable, however, to expect a 
university graduate to be able to write 
acceptable English. 

In 1954 the American Medical Writers’ 
Association suggested the establishment 
of four-year courses in medical journalism 


_ 5. Swanberg, H.: Medical Journalism and Writ- 
ing Courses Now Available: Something New in 
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and writing, leading to a bachelor’s de- 
gree. Such courses have been established 
at the Universities of Illinois, Missouri 
and Oklahoma. The University of Okla- 
homa had three applicants for such 
course; the University of Illinois had one, 
and the University of Missouri had four. 
The response was apparently poor. 

I am not enthusiastic about this method 
of meeting the problem, for two reasons. 
First, I am opposed to creating another 
specialty. We have enough specialties al- 
ready. Someone has said that in speciali- 
zation we learn more and more about less 
and less until we know everything about 
nothing. A more important objection is 
that the cause of this lies much deeper, 
and in this connection I should like to 
quote the opinion of Lawrence M. Gould,® 
an eminent geologist and President of 
Carleton College. “Language must be the 
chief concern of a liberal education. In- 
deed the basic characteristic of an edu- 
cated man is that he be ‘literate and artic- 
ulate in verbal discourse.’ Here is one of 
the keys to the major needs of education 
at all levels and in all departments. If I 
could impose my will completely I would 
require four years of English of all stu- 
dents and some extra courses in composi- 
tion in the senior year for those who think 
they want to be scientists.” 

The medical literature consists of text- 
books, monographs, archives or monthly 
periodicals and weekly journals. Text- 
books constitute almost obligatory read- 
ing for the medical student, but they are 
rarely consulted by the doctor, who pre- 
fers to read the contemporary periodicals. 
Modern textbooks are expensive, and their 
usefulness is limited by the fact that they 
soon become outdated because of new dis- 
coveries, new concepts of disease, etc. 

A monograph is of interest chiefly to 
the specialist. Its particular value is that 
it devotes itself to one subject. The mono- 
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graph reviews the literature on the par- 
ticular subject, adds to it its own contri- 
bution, and presents a new concept or a 
new hypothesis. 

Medical and surgical archives, appear- 
ing monthly, likewise appeal principally to 
the specialist. 

The weekly journal has the widest num- 
ber of readers because it reflects the cur- 
rent ideas and discoveries, articles dealing 
with therapy and matters of interest to the 
general practitioner as well as to the spe- 
cialist. 

The weekly journal consists of papers 
or articles, editorials, news and abstracts. 
With regard to “original articles,” the 
consensus is that there are entirely too 
many. One would do well to read a book- 
let by George E. Burch’ entitled “Of Pub- 
lishing Scientific Papers.” According to 
this author, “the investigator’s writing 
should be initiated spontaneously to dis- 
close to the scientific world scientifically 
accurate and theoretically sound ideas 
which constitute a real contribution. The 
investigator should be honestly convinced, 
from a thorough knowldege of the litera- 
ture and his own researches, that at least 
these minimal requirements for his paper 
exist.” . . . “The author should be per- 
mitted to present his observations and 
ideas in his own style without major alter- 
ation by publication policies or editorial 
disciplines.” So far as the quality of pa- 
pers is concerned, Burch considers the 
present situation defective, but he states, 
“Improvement cannot come as a result of 
controls, but only from demanding the 
highest integrity and performance among 
all concerned with writing of scientific 
papers. The fundamental responsibility 
for the character of scientific papers re- 
sides with the author.” 

One must not confuse editing with edi- 
torial writing. The purpose of an editorial 
is to direct the reader’s attention to a sub- 
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ject and to stimulate his thought upon it. 
The editorial should stick to one point 
rather than scatter itself in many direc- 
tions. Some editorials will deal with med- 
ical subjects and others with nonmedical 
subjects. The choice is unlimited. A 
worth while editorial is one which stimu- 
lates thought upon a particular question. 
Valuable advice from Garland® is that “to 
perform its function properly the medical 
editorial must be restrained and reason- 
able; it should provoke disciplined cere- 
bration rather than merely arouse emo- 
tion. Certain proprieties consonant with 
the ethics of the profession should be pre- 
served.” 

Abstracts constitute an important func- 
tion of most periodicals. From what has 
been said about the bulk of the medical 
literature, it should be quite evident that 
no one could read all of this literature even 
if he confined himself to one specialty and 
devoted all his time to the reading. 

Out of this situation there has developed 
the necessity for an editorial staff. The 
task of examining this tremendous amount 
of printed matter is assigned to teams of 
workers whose responsibility it is to select 
and abstract such literature as contains 
advances in research and in clinical work. 
The amount of literature to be surveyed 
is such that few journals can do the task 
on a universal level. New discoveries are 
made almost daily; old theories are dis- 
carded and are replaced by new. The gen- 
eral practitioner as well as the specialist 
is confronted by an enormous task if he 
wishes to keep himself well informed. The 
necessity, however, of keeping abreast of 
the new developments need hardly be 
stressed. It is for these reasons that the 
department of medical abstracts has be- 
come an important section of a medical 
journal. The selection and the making of 
abstracts will vary with the particular 
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journal, depending upon the type of its 
readers and their medical interests. 

The Journal of the American Medical 
Association attempts to give its readers a 
general universal survey of the current 
medical literature. It becomes the task of 
the man in charge of the Department of 
Abstracts to survey some 1,200 journals 
and select the articles to be abstracted. 
These articles will contain subject matter 
of interest first of all to general practition- 
ers, who constitute the bulk of its readers, 
and next to the specialists. 

An abstract is a composite product, in 
the making of which a number of persons 
participate. The chief of the department 
should preferably be a doctor with an ex- 
tensive training and experience in clinical 
medicine, research and medica] literature. 
It is his task to select the articles, which 
will then be abstracted by trained work- 
ers, not necessarily doctors. It is assumed 
that the doctor is interested in advances 
in the art and science of medicine. In the 
foreground of his interests loom up the 
more important diseases of the human 
race, such as the cardiovascular diseases, 
the kidney diseases, cancer, tuberculosis, 
rheumatic diseases, «diabetes, etc. New 
concepts of disease and contributions from 


of the medical knowledge of the time, 

has prevailed from the Stone Age 
medicine man to Hippocrates and to Osler. 
Patient gentleness was integrated with 
military surgery when Florence Nightin- 
gale in the Crimean War and Clara Barton 
in the American Civil War pressed on to 
the battle field. Their work led to more 
efficient medical services in the armies of 
Britain and America. 


To art of medicine, the application 
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the field of experimental medicine and 
from the various specialties, in so far as 
they bear on the general problems of the 
organism, are the legitimate objects of his 
curiosity. 

Some journals insist on having their 
abstracts as short as possible. Others pre- 
fer more extensive abstracts, even resort- 
ing to reproduction of the illustrations. A 
good example of the latter is the official 
organ of the American College of Sur- 
geons—the International Abstract of 
Surgery, Gynecology and Obstetrics. There 
also exist journals devoted entirely to ab- 
stracts, such as the Excerpta, published in 
Holland. Excerpta appears in separate 
volumes, each limited to a specialty. 

The advantages to be derived from fol- 
lowing the medical literature are such that 
the importance of making abstracts will 
grow rather than diminish. It is a func- 
tion that a medical journal owes to its 
readers. It is a difficult task, requiring 
access to a library and the employment of 
workers familiar with medical nomencla- 
ture and fluent in foreign languages. To 
be sure, it is a difficult task, which, how- 
ever, is most rewarding because it is ap- 
preciated. 

GEORGE HALPERIN, M.D., F.I.C.S. 
Chicago, Illinois 


The most important military medical 
service today is the treatment of injury. 
Outstanding in the treatment of acute in- 
jury is the management of traumatic 
shock. The stress of injury may be aggra- 
vated by fear, pain and exposure to cold. 
There is an early endocrine phase (Moore) 
or alarm reaction (Selye). The severity 
of the stresses and variations of response 
to stress determine what the physician 
should do. An outpouring of steroid hor- 
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mones from the pituitary-adrenal axis 
produces numerous and complex effects. 
On the whole, their action contributes to 
survival. With the absence (in the experi- 
mental animal) of either the pituitary or 
the adrenal gland, or with drug-induced 
adrenocortical atrophy, minor stresses are 
fatal. If, in cases of severe injury, early 
treatment overlooks the endocrine mechan- 
ism, the survival rate may be reduced. The 
multiple theories of shock make it difficult 
to establish a universal standard proce- 
dure. The superior benefits of immediate 
definitive treatment for moderate injury 
have come about by means of the suppor- 
tive therapy that protects the patient 
against the added burden of active treat- 
ment. A habit of zeal for early treatment 
of severe multiple injuries is better 
avoided; shock can be irreversible. That 
inadvertent iatrogenic mortality from in- 
jury may occur is probable, 

In an evacuation hospital in World War 
II it was observed that the prisoners, who 
came last to the operating room, were do- 
ing better than the others. When the pro- 
cedure was reversed and the war prisoners 
were taken to the operating room first, it 
was noted again that the group who came 
into the operating room last had the im- 
proved results. The adrenergic-corticoid 
(endocrine) response to stress will reach 
a peak, and if much therapeutic handling 
follows the peak goes higher and upgrades 
the severity of the trauma. It is ironic 
that the physiologic response to noxious 
stimulation may be so severe that its addi- 
tional damage is even greater than the 
original injury. Laborit tried to block this 
untoward response with his lytic cocktail 
of thorazine, phenergan and demerol to 
produce hibernation. Some clinicians use 
the first hours after injury to relieve pain 
in their patients and then “let them lie,” 
with favorable results. 

Studies of the interval between the time 
of wounding and the beginning of treat- 
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ment show that between four and eight 
hours there is a progressive increment in 
the mortality rate, but survival rates for 
each hour during the first four hours are 
equivalent. The impulse of the trained res- 
ident to perform an operation for cure of 
the severely injured patient is difficult to 
resist; yet devoting the first four hours to 
shock therapy and letting the physiologic 
response spend itself can be life-saving. 
Therapy becomes more skilled by the addi- 
tion of science, and the physician must 
integrate many scientific principles in his 
work. 

In the recent Korean conflict, shock 
teams discovered that tissue fluid from 
wounds of the extremities had a lower pro- 
tein content than tissue fluid from wounds 
of the trunk. One nation’s surgeons, oper- 
ating in a hot, dry area, pack wounds of 
the extremities in ice and first give defini- 
tive treatment to wounds of the trunk. 
Such a procedure lessens shock. Experi- 
ments have shown that the optimum cuta- 
neous temperature for survival after in- 
jury is 72 F.; results are less good at a 
temperature of 40 F. and even worse at a 
temperature of about 98 F. The stress of 
temperature extremes adds to the physio- 
logic burden. High cutaneous temperature 
includes an increase of the untoward in- 
jury response in the target area. 

In the treatment of shock, blood trans- 
fusion has become so standard that it seems 
needlessly used at times. Blood alone does 
not always solve the problem; the symp- 
tomatic control of a persistent fall in blood 
pressure by administering norepinephrine 
has been found useful. Plasma has been 
replaced by plasma volume expanders, 
such as dextran, PVP and gelatin. These 
should some day be replaced by a physio- 
logic plasma volume expander, which is 
theoretically possible. An expander is sim- 
ply macromolecular material that resists 
osmosis from the vascular space; the gel- 
like intercellular substance of the inter- 
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stitial space (mucopolysaccharides) may 
yet be synthesized for parenteral use. 

The intercellular substance carries elec- 
trolytes and other materials between the 
cell and the vascular space. It changes 
actively in the presence of shock, increas- 
ing capillary permeability to allow fluid 
elements of the blood to migrate to the 
interstitial space. The survival value of 
shock is derived from the protection 
against blood loss by diminished blood 
flow and blood pressure. Since overstimu- 
lation of such a mechanism may be lethal, 
avoiding additional stimulation by conser- 
vative treatment may be life-saving. In 
cases of moderate injury, early definitive 
care with supportive therapy produces 
better results than does unaided Nature; 
but where there is severe multiple injury, 
with the problem of irreversible shock, 
proper timing and dividing the definitive 
treatment into stages will aid Nature and 
show a certain art in the management of 
shock therapy. 

During the first four hours the delay of 
active treatment, while there is doubt, is 
not damaging. This time must be used for 
the control of fluid and circulatory balance 
and for accurate diagnosis. On admission 
the patient is put-on a shock stretcher, 
from which he is not moved until definitive 
treatment is started. Roentgen plates may 
be slipped under the patient without lift- 
ing him, the only change of position re- 
quired being that needed for taking a lat- 
eral decubitus film. Injuries to the ex- 
tremities may be bandaged with elastic 
bandage or packed in ice and ignored un- 
til questions concerning the body cavities 
are settled. A needle is placed in a vein 
and kept open with saline solution or 
plasma volume expander in slow drip and 
blood pressure cuff applied. 

The absence of external wounds about 
the head, chest or abdomen offers no se- 
curity as to the intactness of body cavi- 
ties. Increasing intracranial pressure may 
occur without fracture of the skull; the 
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pupils and the state of consciousness are 
observed and recorded. Restlessness and 
excitement go with cerebral damage; 
apathy goes with traumatic shock. Re- 
spiratory difficulty in the presence of an 
adequate airway may mean hemothorax or 
tension pneumothorax. Self-reduced rib 
fractures may have produced torn lungs. 

Fluid losses from natural body orifices 
and wounds must be assessed as to sig- 
nificance. A catheter in the bladder should 
be routine. Intestinal rupture by blunt 
blows to the trunk must be kept in mind. 
The shock wave transmitted to the intes- 
tines expends itself like a whiplash where 
the bowel hangs loose from a mesentery, 
but where the bowel is fixed to the abdom- 
inal wall, as in a hernial sac with an ad- 
hesion, or at the ligament of Treitz, it may 
be ruptured. 

Copious serum fluid loss, as with exten- 
sive burns, should be replaced by plasma 
or its equivalent. Serum flowing from the 
anus may be a sign of peritoneal exudate 
decompressing itself through a ruptured 
bowel. If the patient has not been han- 
dled during the golden period, his shock 
should be controlled. Persistent signs of 
shock, such as an elevated pulse rate, must 
then be attributed not to nonspecific trau- 
matic shock but to some specific entity, 
such as peritonitis, calling for definitive 
treatment. 

If a clinical scoreboard kept during a 
period of shock therapy shows that the 
cavities of the head and trunk are homeo- 
static or under clinical control, injury to 
the extremities may then be attacked. This 
may often be done promptly, but in cases 
of severe multiple injury, if the immediate 
handling of the patient is so gentle that 
shock cannot be attributed to handling, an 
accurate diagnosis should be established 
within the four-hour period. 

SIDNEY VERNON, 
M.D., F.A.C.S., F.1.C.S. 


Willimantic, Connecticut 
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New Books 


Books Received.—The following books 
have been received by the Editor; they 
will be reviewed critically as space and 
facilities permit. Omission of more ex- 
tended review, however, is not to be 
taken as criticism of the merit of the 
book. 


The Doctor’s Legacy. Edited by Laurence 
Farmer. New York: Harper & Brothers, Pub- 
lishers, 1955. Pp. 267. Reviewed in this issue. 


Sachs Essays. By Ernest Sachs. Hamden, 
Connecticut: The Shoe String Press, 1955. 
Pp. 118, with frontispiece (portrait of au- 
thor). 


The Cervical Syndrome. By Ruth Jackson. 
Springfield, Ill.: Charles C Thomas, Pub- 
lisher, 1956. Pp. 180. Reviewed in this issue. 


Blood Volume Determinations in Surgical 
Practice. By Olla Wiklander. Acta Chirur- 
gica Scandinavisa Supplementum 208. Stock- 
holm: Acta Chirurgica, 1956. Pp. 136, with 
10 illustrations and 37 tables. Reviewed in this 
issue. 


Handbook of Physical Therapy. By Robert 
Shestack. New York: Springer Publishing 
Company, Inc., 1956. Pp. 212. 


Les Thromboses de la Carotide Interne et 
de Ses Branches (Thromboses of the Inter- 
nal Carotid and Its Branches). By J. Paillas 
and L. Christophe. Paris: Masson et Cie, 
1955. Pp. 108. Reviewed in this issue. 


Fractures of the Facial Skeleton. By N. L. 
Rowe and H. C. Killey. Baltimore: The Wil- 
liams and Wilkins Company, 1955. Reviewed 
in this issue. 


Les Traumatismes Cranio-Cerebraux Fer- 
mes Recents (Recent Closed Cranial and 
Cerebral Injuries). By L. Mamsuy and J. 
LeCuire. Paris: Masson et Cie, 1955. Pp. 122. 
Reviewed in this issue. 
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Pulmonary Uptake of Oxygen, Acid-Base 
Metabolism and Circulation During Pro- 
found Apnea. By Martin H-son Holmdahl. 
Stockholm, Sweden: Acta Chirurgica Scan- 
dinavica Supplementum 212, 1956. Pp. 128, 
with 36 illustrations. 


Ankylosing Spondylitis: Clinical Consider- 
ations, Roentgenology, Pathologic Anatomy 
and Treatment. By J. Forestier, F. Jacque- 
line and J. Rotes-Querol. Translated by A. U. 
Desjardins. Springfield, Ill.: Charles C 
Thomas, Publisher, 1956. Pp. 374, with 145 
illustrations. 


Tumors of the Skin. By Herbert Conway. 
Springfield, Ill. Charles C Thomas, Publisher, 
1956. Pp. 267, with 178 illustrations, 3 in 
color. 


Studies in Anemia of Injury. By Lars-Eric 
Gelin. Stockholm, Sweden: Acta Chirurgica 
Scandinavica Supplementum 210, 1956. Pp. 
130, with 58 illustrations. 


Supplement 1, Atlas of Exfoliative Cytolo- 
gy. By George N. Papanicolaou. Cambridge, 
Mass.: Harvard University Press, 1956. Loose- 
leaf format, published for The Common- 
wealth Fund. 


A Short Practice of Surgery. By Hamilton 
Bailey and R. J. McNeill Love, with chapters 
by John Charnley, William P. Cleland and 
Geoffrey Knight. London H. K. Lewis & Co., 
1956. Pp. 1126, with 1411 illustrations, 271 
in color. Reviewed in this issue. 


Campbell’s Operative Orthopaedics. By 
J.S. Speed and R. A. Knight. St. Louis: The 
C. V. Mosby Company, 1956. 3d ed. Reviewed 
in this issue. 

Surgical Diagnosis. By Philip Thorek. 
Philadelphia: The J. B. Lippincott Company, 
1956. Pp. 320, with 291 illustrations. Reviewed 
in this issue. 

Operative Technic. Edited by Warren H. 


Cole. New York: Appieton-Century-Crofts, 
Inc., 1956, 2d ed. Reviewed in this issue. 
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A Short Practice of Surgery. By Hamilton 
Bailey and R. J. McNeill Love, with chapters 
by John Charnley, William P. Cleland and 
Geoffrey Knight. London: H. K. Lewis & Co., 
1956. Pp. 1126, with 1411 illustrations, 271 
in color. 

Those who remember Mr. Hamilton Bailey’s 
extraordinary Demonstrations of Physical 
Signs in Clinical Surgery—and we doubt that 
anyone who read it has forgotten it—will not 
be surprised at the excellence of the present 
work. Both Mr. Bailey and Mr. Love are 
among Britain’s most distinguished surgeons. 
Their three collaborators, like themselves, are 
Fellows of the Royal College of Surgeons, and 
the marks of high ability and integrity are 
apparent on every page of this volume. Par- 
ticularly striking, as in Mr. Bailey’s book on 
physical signs, is the quality of the color 
plates, which reproduce with almost incredible 
faithfulness the various pathologic lesions as 
they appear in life. 

The textual matter is remarkable above all 
for its conciseness, which is achieved without 
the omission of any relevant detail. There are 
fifty chapters, each complete in itself, and no 
significant area of surgical therapy is neg- 
lected. Each disease or lesion or trauma is 
defined, described and illustrated; the symp- 
toms and signs are listed; the pathologic pic- 
ture is presented; the treatment is outlined, 
together with the indications and contraindi- 
cations for surgical intervention. So clearly 
and specifically is all this information given 
that even a layman, however little versed in 
medical terminology, could scarcely fail to 
understand it. This opens a question of con- 
siderable academic interest: Do many, or even 
most, of our medical and surgical textbooks 
rely too heavily on learned language, which 
in any profession tends, with overuse, to be- 
come jargon? One who reads this book will 
certainly have that impression. The learning 
of these authors and the soundness of their 
approach are self-evident and need no further 
demonstration than their own clarity, for clear 
expression is invariably a sign of clear think- 
ing. Open the book at random, and almost any 
paragraph that may catch the eye (excluding 
histopathologic descriptions) will be found as 
lucid and uncluttered as the best secular writ- 
ing; e.g., an unselected passage on page 134, 
on the treatment of ranula: “A difficulty hin- 


dering ideal treatment is that the cyst bursts 
before dissection can be completed. If some 
of the fluid within the cyst can be aspirated 
before commencing enucleation, complete dis- 
section is usually possible. Often, however, the 
contents are of the consistency of jelly, and 
will flow through a hollow needle.” Note that 
the cyst does not “become a complication of 
surgery through its not infrequent rupture 
prior to completion of the technic”; it simply 
bursts before dissection can be completed. 
What relief is in this economy of expression; 
Note also, in the paragraph quoted, that only 
three words—“dissection,” “enucleation” and 
“aspirated’”—can possibly be classified as tech- 
nical; the first two have familiar meanings 
outside the field of surgery as well as within 
it, and the meaning of “aspirated” can be de- 
duced from the context by any intelligent 
reader. Note, finally, the simple and sufficient 
use of the word “before” rather than “prior 
to,” “previous to,” “preliminary to” or “in ad- 
vance of.” Had the book no other excellence, 
the pattern it provides of good, unpretentious 
scientific writing would also justify its pub- 
lication. 

Needless to say, it has many other excel- 
lencies. It will undoubtedly be received with 
confident enthusiasm by those who are famil- 
iar with earlier publications of the authors, 
and will open new fields of interest to those 
who are not. It is equally valuable as a text- 
book and as a work of reference. Whatever 
information one seeks will be easily found; 
such a book, in fact, could appear without an 
index and this would still be true. There is, 
however, an index, and a good one. References 
to the literature, where these are apposite, are 
supplied in footnotes, but here again discrim- 
ination is apparent; there is no attempt to 
compile long bibliographic lists of the kind so 
often published, one suspects, more for the 
sake of making a scholarly impression than 
because of actual need. Their value in works 
of research and theory is unquestionable, but 
in a book of this kind, which is practical 
throughout, the authors do well to rely chiefly 
upon their own knowledge and experience. The 
reader is thus left free to react as he will, to 
match his own opinions with the authors’ and 
to form new opinions stimulated by sugges- 
tion, whereas, if he were confronted with col- 
umn after column of references, the mere 
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weight of so much implied authority might 
baffle the impulse toward further thinking. 
This book, in fact, of its kind, approaches 
perfection. Much of great value can be learned 
from it, and it is surely far from disparaging 
to say that the task of learning is made de- 
lightfully easy. ‘aie 


Surgical Diagnosis. By Philip Thorek. 
Philadelphia: The J. B. Lippincott Company, 
1956. Pp. 320, with 291 illustrations. 

This book on surgical diagnosis is an excel- 
lent contribution to the teaching of the subject 
to undergraduate medical students, interns 
and residents, although it could be reviewed 
with profit by the experienced surgeon. There 
are several salient points that commend it. 
Among them is its brevity, considering the 
subject treated. No attempt is made to present 
an exhaustive treatise on the subject, which 
in itself would be a disadvantage. Instead, 
only the salient features of the field are pre- 
sented. Probably the most outstanding feature 
of the work is the illustrations, which permit 
the author to make his point very clearly and 
thus econemize the reader’s time and mental 
effort. Excellent illustrations are always supe- 
rior to verbal descriptions, and this book 
abounds with such illustrations. Not inconse- 
quential is the high grade of the paper, the 
physical make-up and the large print. The 
limited size of the volume is also a great ad- 
vantage. 

Undergraduate students, interns and resi- 
dents should have access to this work for 
preparation of their courses, examinations, 
state boards, etc., but also for frequent con- 
sultation in connection with their actual work 
with patients. For the surgeon engaged in 
teaching younger men it is an excellent work 
to have at hand. 

ALEXANDER BRUNSCHWIG, M.D. 


Blood Volume Determinations in Surgical 
Practice: A Comparative Analysis of the 
Evans Blue Dye Method, the Radioactive 
Phosphorus Method and the Alveolar CO 
Method, with Special Reference to Determi- 
nations under Pre- and Postoperative Con- 
ditions. By Olle Wiklander. Stockholm: Acta 
Scand. Supplement 208, 1956. Pp. 186, with 
10 illustrations and 37 tables. 

A brief survey is presented of various 
methods used to determine the blood volume, 
after which the author describes accurately 
the Evans blue method, the radioactive phos- 
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phorus method and the alveolar carbon mon- 
oxide method. The three methods, as em- 
ployed preoperatively and postoperatively, 
are compared. 

The author concludes that the three 
methods have about equal value, intrinsical- 
ly, i.e., considered merely as methods. Cer- 
tain biologic errors are present, but these 
can be overlooked. The alveolar carbon mon- 
oxide method is not recommended for post- 
operative use, because of the uptake of car- 
bon monoxide by extravasated blood in the 
operative field. 

For practical purposes the Evans blue 
method is recommended, as it can be per- 
formed simply in the course of routine lab- 
oratory work. The radioactive phosphorus 
method, of course, requires special equip- 
ment and, when used routinely in active sur- 
gical hospitals, requires numerous Geiger 
counters. The alveolar carbon monoxide 
method, which has the advantage of eliminat- 
ing venipuncture, is rather cumbersome, and 
its use should be restricted to research lab- 
oratories. 

The entire dissertation is well written and 
logically organized. It is a valuable contri- 
bution to the technical study of blood volume 
determination. 

WERNER F. EISENSTAEDT, M.D. 


Operative Technic. Edited by Warren H. 
Cole. New York: Appleton-Century-Crofts, 
Inc., 1956, 2d ed. 

The second edition of a textbook that made 
an unmistakable impact on the surgical litera- 
ture on its first appearance is sure of a hearty 
welcome. Dr. Cole’s outstanding compendium 
on the surgical specialties reaches, in this new 
edition, an even higher level of excellence than 
did the original. 

As Editor, Dr. Cole neither can deny nor 
wishes to deny the immense and increasing 
importance of specialization. Despite this rec- 
ognition and appreciation, however, he has 
never lost sight of the importance of general 
practice. “Specialism,” he observes in his 
preface, “cannot be avoided if the surgical 
profession is to develop talent of the highest 
type, because the surgical field is becoming too 
broad for any man to become proficient in 
more than one or two of its branches. . . We 
should nevertheless insist that in his training 
period the specialist should have a significant 
exposure to general surgery and that the gen- 
eral surgeon should have training in more 
than one or two specialties.” 
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In the new edition the section on cardiovas- 
cular surgery, a field in which tremendous 
strides have been made in recent years, there 
are six separate divisions: the blood vessels, 
the heart and pericardium (exclusive of con- 
genital and valvular lesions), congenital mal- 
formations of the heart and great vessels, 
cardiac septal defects, open cardiotomy, hypo- 
thermia and the heart-lung machine, intra- 
cardiac operation for acquired valvular disease, 
and the surgical treatment of portal hyperten- 
sion. Similarly, the neurosurgical section is 
subdivided into separate discussions of the 
autonomic nervous system; the peripheral 
nerves; the scalp, cranium and brain; the 
spinal cord, and the cranial nerves, as is the 
orthopedic section into chapters on fractures, 
deformities and neoplasms of bone, hematoge- 
nous osteomyelitis, surgical approaches to the 
joints and the orthopedic surgical treatment 
of spastic paralysis and anterior poliomyelitis. 
Sections that do not require such diverse clas- 
sification, such as those on thoracic surgery, 
plastic surgery, gynecology and obstetrics, 
genitourinary surgery, and the surgical treat- 
ment of the face, mouth, jaws and neck, are 
nevertheless dealt with in the most meticulous 
detail. Each of the contributors is prominent 
as a specialist in his field. 

One of the most striking characteristics of 
Dr. Cole’s compendium is its absolute modern- 
ity. Surgical procedures no longer in general 
use are not included; at the same time, no new 
procedures are introduced unless they have 
proved their value. The same principle of true 
econdémy, in the best sense of that much-abused 
word, has been followed in selecting the illus- 
trations, none of which are unimportant, irrel- 
evant or redundant, and all of which are ad- 
mirably reproduced. 

This reviewer is in complete agreement with 
Dr. Allen O. Whipple, who contributes the In- 
troduction, when. he observes: “Few surgical 
treatises give so valuable and detailed infor- 
mation on operative procedures in the field of 
the locomotor and skeletal systems.” The same 
is true of the sections on cardiovascular and 
neurologic surgery, and, indeed, of the work 
throughout. 

It is a common error to suppose that the 
production of a collaborative work of this kind 
is a sinecure for the editor thereof. Nothing 
could be further from the truth. From the 
selection of the collaborators to the organiza- 
tion and final appearance of the text, the edi- 
tor’s guiding hand must be strong and sure. 
It is his task and his responsibility to see to 
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it that no incongruity and no repetition shall 
mar the work as a finished product. Dr. Cole’s 
skill in this direction was plainly attested by 
the first edition of Operative Technic; by the 
second, it is placed beyond all question. 

M. T. 


Campbell’s Operative Orthopaedics. By 
J. S. Speed and R. A. Knight. St. Louis: The 
C. V. Mosby Company, 1956. 3d ed. 

This two-volume third edition of Campbell’s 
Operative Orthopaedics is an encyclopedia of 
orthopedic surgery, with emphasis upon the 
technic of each operation. The original Camp- 
bell’s Operative Orthopaedics was a single 
volume, edited by Dr. Willis Campbell with the 
assistance of various members of his clinic 
staff in Memphis, Tennessee. This third edi- 
tion is edited by Drs. James Spencer Speed 
and Robert A. Knight of the Campbell Clinic. 
Various members of the Faculty of the Col- 
lege of Medicine of the University of Ten- 
nessee have contributed sections or chapters. 
Chapters or portions of chapters were written 
by Otto E. Olfunk of Boston, Massachusetts, 
visiting Orthopedic Surgeon at Massachusetts 
General Hospital, Boston, and Instructor in 
Orthopedic Surgery, Harvard Medical School; 
Dr. James D. Hardy of Memphis, Tennessee, 
Professor and Head of the Department of Sur- 
gery of the University of Mississippi School 
of Medicine; Dr. Francis Murphey of Mem- 
phis, Tennessee, Associate Professor of Neuro- 
Surgery, University of Tennessee College of 
Medicine; Dr. H. B. Slocum of Eugene, Oregon, 
Chief of the Orthopaedic Section of the Sa- 
cred Heart General Hospital, Eugene, and 
Branch Consultant in Orthopaedic Surgery of 
the United States Veterans Administration. 

A new chapter on Surgical Physiology, 
written by Dr. James D. Hardy, has been 
added. The chapter dealing with surgical ap- 
proaches, as well as that on both recent and 
old fractures has been extensively revised; 
more illustrative material has been incorpor- 
ated, and new technics widely used today in 
the treatment of these conditions are included. 
This includes intramedullary fixation of frac- 
tures of the long bones and prosthetic replace- 
ment arthroplasties. Other chapters that have 
been extensively revised or completely re- 
written include those on surgical treatment of 
the peripheral nerves, amputation, the man- 
agement of lesions of the intervertebral discs 
and the treatment of skeletal tuberculosis. 
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Many of the illustrations used in the two 
volumes are line drawings, clear and easy to 
understand. Photographs are used wherever 
these can tell the story more effectively than 
can an artist’s drawing. 

The text is easy to read and easy to under- 
stand. The work deserves a place in the world 
orthopedic literature comparable to that oc- 
cupied by the two-volume Fractures and other 
Traumatic Injuries, edited by Sir Reginald 
Watson-Jones. These books will not be of great 
use to the medical student or the doctor in 
general practice. They are intended for, and 
will be used by, orthopedic surgeons and the 
teachers of orthopedic surgery throughout the 
world. 

EDWARD L. COMPERE, M.D. 


The Doctor’s Legacy. Edited by Laurence 
Farmer. New York: Harper & Brothers, Pub- 
lishers, 1955. Pp. 267. 

As a basis for the intimate exploration of 
personality, nothing can be more revealing 
than letters, particularly private letters, of 
the person under scrutiny. In this collection 
of letters and excerpts from letters written 
by more than eighty physicians and surgeons 
from the most famous to the unidentified, 
Dr. Farmer offers a fascinating series of rev- 
elations. The book vibrates with the impact 
of personalities, in some instances so strongly 
contrasted as to reemphasize the infinite va- 
riety that may exist among members not only 
of the same race but of the same profession. 
Two such contrasting opinions of the pro- 
fession itself, expressed by John Coakley 
Lettsom of London and the redoubtable Ben- 
jamin Rush of Philadelphia, are striking in- 
deed. “Medicine,” writes the gentle Lettsom, 
“is the highest and most divine profession 
that can engage the human intellect... I 
have no objection to die in the chamber of 
malady, provided I can mitigate it in a fellow 
creature—and so every other physician would, 
I doubt not, reason.” And Rush? “I wish,” he 
writes to a friend, also a physician, “that a 
society could be formed to humanize doctors. 
General Lee once said, ‘Oh! that I were a dog, 
that I might not call man a brother!’ With 
how much more reason might I say, ‘Oh! that 
I were a member of any other profession .. . 
that I might not call physicians my breth- 
ren!’” Lettsom says that medicine is not 
lucrative, being above all considerations of 
money; Rush, as early as 1812, was writing, 
“Let us throw the whole odium of the hostility 
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of physicians to each other upon their compe- 
tition for business and money.” 

Throughout the book, the struggle to main- 
tain high ethical standards in the face of self- 
interested competition, sometimes disastrously 
powerful, is apparent. In the letters of the 
higher-minded among the doctors a note of 
deep melancholy is often heard, as in a letter 
of Jenner’s: “Vaccination will go on just as 
well when I am dead as it does during my ex- 
istence, probably better, for one obstacle will 
die with me—Envy.” 

Indignation of the finer sort is also abun- 
dant, as in Sir James Simpson’s letter on anes- 
thesia: “Imlach tells me Dr. P. is to enlighten 
your medical society about the ‘morality’ of 
the practice. I have a great itching to run up 
and pound him. When is the meeting? ... The 
true moral question is, ‘Is a practitioner justi- 
fied by any principles of humanity in not using 
it?’ I believe every operation without it is just 
a piece of the most deliberate and cold-blooded 
cruelty.” 

Since doctors are also human beings, there 
are many glimpses and sidelights on their per- 
sonal lives and family relations as well as on 
their divertingly varied attitudes toward the 
medical controversies of their times—vaccina- 
tion, anesthesia, asepsis, vivisection, and all 
the other moot questions, down to the still ac- 
tive controversial issues of psychoanalysis and 
euthanasia. The book covers a span of more 
than two centuries, from 1721 to 1953. What- 
ever can be said about the progress of medi- 
cine and surgery, this book reemphasizes a 
fact well known to every member of the pro- 
fession: that it is one sphere of human life in 
which there is never a dull moment. A physi- 
cian or surgeon bored with the life he leads is 
a rare if not nonexistent phenomenon. Despite 
the frustrations and handicaps, the weariness 
of human folly, the natural impatience of in- 
telligence with stupidity and superstition 
these letters reveal, the final impression they 
leave is one of great satisfaction: it is a pretty 
good way of life we have chosen, after all! 

M. T. 


Les Traumatismes Craniocerebraux Fermes 
Recents (Treatment of Recent Closed Head 
Injuries). By L. Mansuy and J. Lecuire. 
Paris: Masson et Cie, 1955, Pp. 122. 

This monograph deals only with closed in- 
juries of the head and their management for 
the first fifteen days after the injury. The cri- 
teria for inclusion of cases were (1) fracture 
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of the skull verified by roentgen ray or at 
operation, (2) genuine loss of consciousness, 
or (3) the early appearance of neuropathic 
signs of injury to the brain. The study is 
based on 3,110 cases, a rather heterogenous 
group transferred or referred to Prof. 
Wertheimer’s surgical clinic between May 1, 
1934 and Jan. 1, 1955. The authors admit, as 
the reader would suspect, that the earlier 
case histories have little value. 

The subject of closed head injuries is 
treated in the orderly and logical fashion 
that one expects of French authors. The 
value of electroencephalographic and angio- 
graphic changes is extensively discussed. 
Surgical intervention is recommended only 
for depressed skull fracture, extradural and 
subdural hematoma, intracerebral hematoma 
and certain fractures involving the frontal 
sinuses. The authors emphasize the impor- 
tance of careful examination and observa- 
tion, as well as the employment of experi- 
enced clinical judgment, in the evaluation 
of the injured patient’s condition. 

The overall mortality rate in the 3,110 
cases was 8.7 per cent. Operation was per- 
formed on 246 patients, approximately 8 per 
cent of the total. In this group the mortality 
rate was 39 per cent. This is partly explained 
by the high mortality rate (50 per cent) 
among the 62 patients with hematomas who 
were operated on. Many of these patients 
had severe associated injury to the brain as 
well as an extradural or subdural hematoma. 
It is surprising that they operated on 36 pa- 
tients with extradural hematoma in contrast 
to 25 in whom the hematoma was subdural. 
Although the monograph is limited to the 
first fifteen days after the injury, it is the 
experience of this reviewer that even in this 
early period subdural hematoma is encoun- 
tered more frequently than is the extradural 
type. 

This monograph offers little that is new 
in the management of inquries to the head. 
The cases cover such a long period that it 
is difficult to compare the results with those 
reported for other large series of cases. The 
text is well written, however, and will have 
its own value to the general surgeon or phy- 
sician who is called on to treat cranial and 
cerebral injuries. 

HAROLD C. Voris, M.D. 


The Cervical Syndrome. By Ruth Jackson. 
Springfield, Ill.: Charles C Thomas, Pub- 
lisher, 1956. Pp. 180, with 50 illustrations. 
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This small textbook in seven chapters 
would be a worthy addition to the library 
of any orthopedic or neurologic surgeon. 
Starting logically with a review of the cervi- 
cal anatomic background, the author pro- 
ceeds to discuss the various mechanisms 
through which the cervical nerve roots may 
be irritated. There is a good chapter on 
diagnosis and differential diagnosis, and the 
closing portion of the book offers many sug- 
gestions as to treatment. A number of good 
references are included. 

The roentgenograms and line drawings il- 
lustrating the text are excellent and well 
reproduced, and the book is attractive in 
type and makeup. The reader will find its 
perusal well worth the time it takes. 

H. E. TURNER, M.D. 


Les Thromboses de la Carotide Interne et 
de ses Branches (Thrombosis of the Internal 
Carotid Artery and its Branches. By J. Paillas 
and L. Christophe. Paris: Masson et Cie, 
1955. Pp. 108, with 25 illustrations. 

This monograph deals with thrombosis of 
the internal carotid artery and its principal 
branches, the middle cerebral and anterior 
cerebral arteries. Only occlusions of the first 
parts of the latter arteries are included. 
Thrombosis of smaller cerebral arteries is 
not considered. The clinical observations are 
based on 51 cases, 39 of thrombosis of the 
internal carotid and 12 of thrombosis at the 
point of origin of its two main branches. The 
male predominated over the female in the 
ratio of 3 to 1 among the 39 patients with 
internal carotid thrombosis, and 30 of the 
39 patients were between 40 and 60 years of 
age. 

Etiologic factors and the gross and micro- 
scopic pathologic picture are briefly con- 
sidered. The clinical features are discussed 
in detail, especially the modes of onset. 
Angiographic study is essential in the diag- 
nosis. This section of the monograph is par- 
ticularly well illustrated. Electroencephalo- 
graphic studies are presented in considerable 
detail, especially in connection with the 
“carotid signs”—i.e., the effects of compres- 
sion of the opposite carotid in patients with 
thrombosis of the internal carotid. Such com- 
pression, within ten to thirty seconds, will 
produce general malaise, jacksonian seizures 
and finally loss of consciousness. The results 
of this contralateral compression of the 
carotid thrombosis are compared with those 
of similar compression in patients with hy- 
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persensitivity of the carotid sinus and in 
normal persons. 

The reasons for the development of neural 
signs and symptoms in patients with throm- 
bosis of the internal carotid artery are given 
as (1) insufficiency of the collateral circula- 
tion through the polygon of Willis; (2) ex- 
tension of the thrombosis to involve the 
branches of the internal carotid artery; (3) 
associated independent thrombosis of the 
cerebral vessels; (4) cerebral embolism from 
the thrombus, and (5) spasm of cerebral 
vessels. 

Surgical treatment is discussed at some 
length. In the author’s series it generally 
consisted of arteriectomy, combined with 
some form of cervical sympathectomy, or of 
sympathectomy alone. The results of surgi- 
cal treatment are not remarkable but appear 
to justify its use. 

The 51 cases are analyzed in two tables. 
There are twenty-five illustrations. This 
monograph will be important to everyone in- 
terested in carotid thrombosis, a subject that 
has been neglected until recently. 

HAROLD C. Voris, M.D. 


Fractures of the Facial Skeleton. By N. L. 
Rowe and H. C. Killey. Baltimore: The 
Williams and Wilkins Company, 1955. Pp. 
923. Illustrated. 

This volume of 923 pages of text, with ap- 
propriately selected and beautifully repro- 
duced illustrations, is encyclopedic in the 
thoroughness with which all of the subject 
material is covered. It is a reference book 
rather than a textbook. 

The authors are eminently qualified to 
speak with authority when discussing frac- 
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tures of the facial skeleton. Both are Con- 
sultants in Oral Surgery of the Plastic and 
Maxillofacial Surgery Unit, Rooksdown 
House, Basingstoke, Hants; Honorary Ci- 
vilian Lecturers in Maxillofacial Injuries for 
the Depot and Training Establishment of the 
Royal Army Dental Corps, Aldershot, Hants; 
and Mr. Rowe is Cilivian Consultant Dental 
Surgeon to the Royal Navy. 


In the preface, the authors state that this 
book was written to provide a comprehensive 
textbook on fractures of the facial skeleton 
in a manner that would be acceptable to the 
orthopedic surgeon, the dental surgeon and 
the specialist in maxillofacial surgery. They 
have accomplished exactly that. The organi- 
zation of the book and the splendid manner 
in which it is written reflect great distinc- 
tion upon these two authors. The good judg- 
ment they have shown in the selection of 
contributors is also noteworthy. Chapters 
were written by Patrick Clarkson, G. E. 
Ennis, D. T. Gilchrist, Sir Harold Gillies, W. 
G. Holdsworth, C. R. McCash, G. Romanes 
and F. A. Walker. Each of these men is ex- 
ceptionally well qualified to discuss the sub- 
ject matter assigned to him. 


The foreword to the book was written by 
Sir Reginald Watson-Jones, who predicts that 
this volume “will be read many times, in 
many editions, not only in this country but 
in France, Italy, Germany, Latin-America, 
French Canada and elsewhere throughout 
the world.” This is a book which will be re- 
ferred to and quoted by those who are con- 
cerned with the problem of maxillofacial sur- 
gery during our lifetime and for generations 
to come. 

EDWARD L. COMPERE, M.D. 
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Abstracts from Current Literature 


Histologic Changes in the Uterine Cervix 
During Pregnancy and the Diagnosis of Car- 
cinoma in Situ. Campos, J., and Soihet, C. 
Surg., Gynec. & Obst. 102:427, 1956. 

The authors studied the histologic struc- 
ture of the cervices of 200 pregnant women. 
These studies were made by means of mul- 
tiple biopsies before or immediately after 
labor. If abnormalities were present, spe- 
cimens were taken for repeat biopsies six 
and twelve weeks after labor. 

The histologic lesions were observed his- 
tologically and are described in detail. In 
10 cases the histologic alterations were in- 
distinguishable from those of carcinoma in 
situ. In all cases, however, these alterations 
had disappeared by the twelfth postpartum 
week. It was thus concluded that morpho- 
logic alterations in the cervix during preg- 
nancy are the result of pregnancy per se. 

This study shows that it is difficult or im- 
possible to diagnose carcinoma in situ during 
pregnancy with certainty and that, if carci- 
noma in situ is to be distinguisable from 
transitory changes due to pregnancy, pro- 
longed follow-up after delivery is essential. 


EDMUND LISSACK, M.D. 


Résultats lointains de la Gastrectomie pour 
ulcére gastrique et duodénal (Long-Term 
Results of Gastrectomy for Gastric and 
Duodenal Ulcer). Welti, H.; Mondet, G., 
and Schneider, S., Presse Méd. 63:1089, 1955. 

The authors present a study of 171 gas- 
trectomies performed by the same surgeon 
using the same technic. No operation was 
undertaken until all medical treatment had 
failed. In all cases the gastrectomy was a 
large two-thirds removal, with an oblique 
line of section. Anastomosis was assured by 
the retrocolic Polya method. Three-layer su- 
tures were used. 

Of the 171 cases, the ulcer was gastric in 
74 (50 ulcers of the lesser curvature, 22 of 
of the pylorus and 2 of the greater curva- 
ture) and duodenal in 97. Of the latter, the 
duodenal ulcer was removed with the stom- 
ach in 79 cases, while in 18 its resection was 
impossible. 


It is pointed out that results depend essen- 
tially on the quality and care of the surgeon. 
Otherwise, technics are more or less stand- 
ardized. 

The postoperative mortality rate was 1.7 
per cent (2 out of 171). Seventy per cent 
(118) were follow up by clinical, radiologic 
and laboratory examinations. In the estima- 
tion of results, 92 (78 per cent) are classified 
as excellent, 16 (14 per cent) as medium and 
10 (8 per cent) as bad. Three patients of 
the last-mentioned group were reoperated on, 
with satisfactory results. 

The poor results can be divided as fol- 
lows: 2 cases of recurrent duodenal ulcer, 
6 cases of the dumping syndrome and one 
aggravation of a preexisting tuberculous le- 
sion. 

No relation was observed between the pa- 
tient’s age at operation and the late results. 

Whenever possible, it is important to re- 
move the duodenal ulcer, the authors’ poor 
results having been particularly noted in the 
cases in which only a by-passing gastrectomy 
was done. 

The aim of this article is to underline the 
high proportion of good results. Some sur- 
geons will find themselves in disagreement 
with the optimistic view taken. 


S. A. GUEUKDJIAN, M.D. 


The Use of Intravenous Cholangiochole- 
cystography in the Diagnosis of Acute Con- 
ditions of the Abdomen. Jordan, P. H., Surg., 
Gynec. & Obst. 102:218, 1956. 

Cholografin provides the clinician with the 
means of obtaining a cholangiocholecysto- 
gram within two hours. Although this agent 
offers a new approach to the pathologic and 
physiologic character of the biliary system, 
certain disadvantages remain. Despite the © 
absence of serious reactions in the author’s 
series, intravenous administration of a com- 
pound with such a high iodine content may 
be expected eventually to produce serious 
complications. The high contrast roentgen 
technic used to provide sufficient detail for 
interpretation is safe but must be employed 
cautiously, since each exposure yields 3 to 
4 roentgens to the skin. 
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The author’s study involved taking roent- 
genograms at specific intervals after injec- 
tion. Each film was developed before the 
next exposure was made, in order to correct 
the technic or terminate the examination 
when the desired information had been ob- 
tained. 

The density of the shadow cast by cholo- 
grafin in the common duct paralleled that 
observed in the gallbladder. Occasionally 
these were faint and difficult to evaluate. In 
contradiction of other reports, correlation of 
the density of the dye in the gallbladder with 
the concentrating function of the latter was 
not possible. Although cholografin is par- 
ticularly suitable for cholangiographic study, 
it cannot be utilized for routine cholecysto- 
graphic procedures. Its density makes con- 
centration by the gallbladder unnecessary to 
produce visualization, thereby making evalu- 
ation of the concentrating function of this 
organ virtually impossible. Not infrequently, 
however, the question is raised as to whether 
a patient with a nonfunctioning gallbladder 
actually absorbs the contrast medium from 
the gastrointestinal tract. Cholografin is 
helpful to these particular patients if calculi 
are outlined or if obstruction of the cystic 
duct permits visualization of the common 
duct only. 

Despite its disadvantages, cholografin has 
distinct advantages and diagnostic potenti- 
alities. Its primary importance lies in the 
fact that it provides a dependable nonopera- 
tive method of obtaining a cholangiogram 
consistently, even in the absence of the gall- 
bladder. 

WILLIAM E. NortuH, M.D. 


Quelques aspects morphologiques de la 
sclérose du tissu adipeux: Son importance 
dans la fibroadénose du sein (Certain Mor- 
phologic Aspects of Sclerosis of Adipose 
Tissue: Its Importance in Fibroadenosis of 
the Breast). Rast, J. P., Presse Méd. 64:139, 
1956. 

Although the histologic structure of adi- 


pose tissue has been adequately described, 


its blood supply remains less well known. It 
is certain that it has a rich vascular system, 
but it is surprising to note that this system 
may be as rich as that of muscle. Narrow 
arteries part from branches that irrigate 
many lobules at a time. Terminal rami form 
a polygonal network surrounding one or 
many cells. 
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Intracardiac and intra-arterial injections 
of China ink show a closed vascular system, 
encircling the fat cells and connecting the 
sinusoid spaces. These vessels have been 
called “dormant intersinusoidal capillaries” 
by Doan, while those the author’s labora- 
tories (Prof. Rutishauser) prefer to name 
them “intercytal capillaries.” Often the 
capillary occupies the whole of the inter- 
cellular space, and one cannot distinguish 
its very thin wall from that of the adjoining 
cells. These capillaries have a considerable 
capacity for dilatation and filling. They can 
even be a source of hematopoiesis. 

After these physiologic considerations of 
the blood supply of adipose tissue, the author 
discusses the importance of this vascular 
network in sclerosis of adipose tissue, as 
exemplified by chronic fibroadenosis of the 
breast. This condition is characterized by 
general proliferation of the acini and espe- 
cially by a considerable infiltration of fatty 
tissue by hyaline tissue—a rich albuminous 
transudate from the capillaries, which be- 
come dilated and (temporarily) abnormally 
permeable. 

The author has studied particularly the 
evolution of sclerosis in adipose tissue. The 
first phenomenon that strikes the eye is the 
general confusion of the two types of con- 
nective tissue of the breast: the intralobular, 
rich in cells, poor in collagen fibers, and the 
interlobular, a denser structure. 

It is noted that adipose tissue possesses, 
in all its localizations, the same fine, rich and 
highly developed vascular system, which 
plays a great réle in its pathologic changes. 

In the liposclerosis of mammary fibro- 
adenoma, the intercytal capillaries dilate at 
the beginning, become abnormally permeable 
to certain hyalogenous proteins and later, 
disappear at the periphery of the gland, to 
become, at a still more advanced stage, com- 
pletely unrecognizable. It is possible that 
this ischemia might be the cause of lysis of 
the constituted fibers. This point is worth 
investigating further. 

Excellent photomicrographs and an exten- 
sive bibliography enrich this well-written 
paper. 

S. A. GUEUKDJIAN, M.D. 


Carcinoma of the Stomach: A Seven-Year 
Review. Sanabria, J. F., Bol de la A.M. 
de Puerto Rico 47:279, 1955. 

A study of 41 cases of carcinoma of the 
stomach treated in the Department of Sur- 
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gery at San Juan City Hospital was pre- 
sented in December 1953, and the present 
review adds 36 cases observed from July 1, 
1947 to Oct. 4, 1954. 

The operability rate was 98.7 per cent; the 
resectability rate, 3.9 per cent, and the pal- 
liative operability rate, 64 per cent. Of the 
gastrectomies performed, 26.5 per cent were 
total and 73.5 per cent subtotal. The mor-. 
tality rate for gastrectomized and nongas- 
trectomized patients was 14.3 per cent for 
each group, with the same percentage of 
overall mortality. Patients who could not be 
followed up were classified as having died 
of carcinoma. The final results were as fol- 
lows: 

Nine patients underwent operation five 
years or more prior to the time of writing. 
Of these, 4 lived more than five years, the 
five-year survival rate in determinable cases 
being 44 per cent. Of the remaining patients, 
19 lived more than one year; 8, more than 
two years; 3, more than three years, and 2, 
more than four years. 

Apparently there is an increase in the in- 
cidence of carcinoma of the stomach, with 
a male-female ratio of 2:1. The peak inci- 
dence occurs between the ages of 22 and 86, 
with preponderance in the seventh decade of 
life. 

Epigastric distress was the most common 
symptom and had usually been present for 
one and a half to eight years. Next in order 
were epigastric pain, dysphagia, hemateme- 
sis, a mass in the right upper abdominal 
quadrant, nausea, vomiting, epigastric pain 
associated with pain in the right upper 
quadrant, pain in the left upper quadrant, 
vomiting with diarrhea, diarrhea with tarry 
stools, anorexia and loss of weight. Obvious 
loss of weight was observed in 47 patients. 
In 42 the value for hemoglobin was below 
10 Gm. per hundred cubic centimeters. Of 
33 patients who underwent gastric analysis 
with histamine stimulation, 15 showed achlor- 
hydria; 7, hypochlorhydria; 3, hyperchlor- 
hydria, and the remainder a normal response. 
Positive results from benzidine tests for 
occult blood in the gastric contents were ob- 
tained in 60.6 per cent, and 40 per cent of 
the patients tested for occult blood in the 
stools gave a positive reaction. 

Roentgen study indicated tumor of the 
antrum in 54.5 per cent of the cases; of the 
pylorus, in 10.4 per cent; of the body of the 
stomach, in 9 per cent, and of the cardia, 
13 per cent. Five patients with a roentgen 
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diagnosis of carcinoma of the cardia were 
examined esophagoscopically, and biopsy was 
performed in the cases of 4 of them, with 
negative results. 

Operative complications included dehis- 
cence of the wound in 1 case; ascites requir- 
ing repeated paracentesis in 2; left pleural 
effusion in 1; and acute glomerulonephritis, 
bronchopneumonia and partial dehiscence in 
1. With the gastrectomized patients, the com- 
plications included bronchopneumonia; pleu- 
risy; thrombophlebitis; electrolyte imbal- 
ance; postoperative shock; retention of urine 
secondary to benign hypertrophy of the pros- 
tate; laryngeal edema; hematoma of the 
wound; subdiaphragmatic abscess, and com- 
plete obstruction at the site of anastomosis, 
with paralytic ileus. In 2 cases leakage oc- 
curred from the duodenal stump, and in 1, 
from the anastomosis. 

WARREN A. YEMM, M.D. 


Improved Approach for Posterior Upper 
Thoracic Sympathectomy. MacKay, H. J., 
J.A.M.A. 159:1261, 1955. 

A new and improved posterior approach to 
the sympathetic nerves of the upper part of 
the thorax, used for unilateral or bilateral 
upper thoracic sympathectomy, has the fol- 
lowing advantages: (1) a single midline in- 
cision and a laminectomy type of exposure, 
without muscle division; (2) minimal trans- 
verse process and rib resection; (3) direct 
access to the sympathetic chain medial to 
the pleural reflection, with excellent visi- 
bility by ordinary surgical lamps; (4) quick 
and secure closure of the wound; (5) a 
bloodless procedure without intrathoracic 
complications; (6) a decrease of at least 50 
per cent in operating time; (7) a decrease 
of trauma to the patient, owing to conserva- 
tion of time, tissue, blood and anesthesia, 
and (8) a greatly diminished postoperative 
morbidity rate, which permits earlier ambu- 
lation and a shorter period of hospitalization 
than are usual. 

Although no distinct disadvantage is 
known, postganglionic cervicothoracic sym- 
pathectomy by the modified anterior ap- 
proach is preferable. This technic, which is 
described, has proved eminently satisfactory 
and gratifying in 14 cases of posterior upper 
thoracic sympathectomy (5 unilateral and 9 
bilateral; 8 patients with heart disease, 4 
with Raynaud’s disease; 1 with causalgia, 
and 1 with Méniére’s disease). 

WILLIAM NortTH, M.D. 


JOURNAL OF THE INTERNATIONAL COLLEGE OF SURGEONS 


In Vitro and Clinical Effects of Urethane 
Plus Trietgylene Melamine on Human Breast. 
Black, M. M., and Speer, F. D., Surg., Gynec. 
& Obst. 102:420, 1956. 

Although the in vitro and clinical demon- 
stration of the possibility of enhanced bene- 
fits from combination chemotherapy for hu- 
man cancer has opened an interesting avenue 
for further investigation, much more work is 
needed for a proper evaluation of its poten- 
tialities and its place in the treatment of 
cancer. 

The authors have measured the in vitro de- 
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hydrogenase activity of cancer of the breast 
in 94 cases. Determinations were made of the 
effect of urethane and trietgylene melamine 
singly and in combination on such metabolic 
activity in vitro. The results indicate the ex- 
istence of a synergistic action between ure- 
thane and trietgylene melamine in producing 
inhibition of metabolic activity. 

The data obtained indicate therapy with the 
two substances is capable of producing strik- 
ing clinical benefits in some cases of human 
mammary cancer. 

EDMUND LISSACK, M.D. 
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1516 Lake Shore Drive 
Chicago 10, Illinois 


Important Announcement For 


1957! 


The International Scientific Congress of the Interna- 
tional College of Surgeons will be held at the invitation of the 
Mexican Government and under the Honorary Presidency of 
His Excellency, Don Adolfo Ruiz Cortinez, President of the 
Republic of Mexico, February 24-28 inclusive, 1957, at Univer- 
sity City, Mexico, D. F. The Grand Opening Ceremony will take 
place at the Palace of Fine Arts, and the scientific sessions in 


For further details address: 
International College of Surgeons 


Attention: Secretary, Mexican Congress 


3 


| 
INTERNATIONAL COLLEGE OF SURGEONS 
CONGRESSES AND POSTGRADUATE CLINICS 
MEXICO CITY — FEBRUARY 24-28, 1957 


A choice of organized tours available 


2 Pre Congress itineraries 6 Post Congress itineraries 


For those who wish to travel independently, special itineraries will be prepared upon 
request, 


It is essential that you register your requirements with us as soon as possible. Air 
reservations and hotel accommodations are limited. Contact us immediately for 
detailed information and suggestions. 


POST GRADUATE INTERNATIONAL 
SURGICAL CLINICS 


‘AROUND THE WORLD 


Visiting TOKYO—TAIPEI—HONG KONG — MANILA— BANGKOK 
BOMBAY — KARACHI —TEHERAN — ISTANBUL— ATHENS 
46 days from Los Angeles October 13, 1956 
$2470.00 
$2980.00 


For further information and all reservations, contact 


119 SOUTH STATE STREET 
CHICAGO 3, ILLINOIS 


PALMER HOUSE 
Financial 6-3750 


OFFICIAL TRAVEL REPRESENTATIVE for the INTERNATIONAL COLLEGE OF SURGEONS 
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